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HE isolation of most mental hospitals, both in the matter 

of physical distance from the community and, even more 
important, from the standpoint of lack of consideration and 
understanding on the part of the community, has been of 
great concern to all those who are interested in mental health 
and the mentally ill. Our aim is to find a way of bridging 
that gap. 

I believe that one of the best ways of assisting the members 
of a community to obtain a true understanding of mental ill- 
ness, of treatment for the mentally ill, and of the conditions 
and needs of mental hospitals, is to use fellow members of the 
community as interpreters. With this in mind, I am very glad 
to discuss some of the methods devised by various organiza- 
tions both for giving aid directly to the hospitals and for 
bringing about understanding in the community. 

I feel that I am able to give only an over-all picture of the 
work done by the National Council of Jewish Women and 
the American Friends Service Committee in this field. 
Since I am on the staff of the American National Red Cross, 
closely associated with its service to Veterans Administration 
hospitals, I ean describe more specifically the Red Cross pro- 
gram for mental hospitals and patients. 

* Presented at the session on ‘‘ Mental Health Bridges (Between the Past and 
the Future, the Hospital and the Community, the Sick and the Well),’’ at the 
Thirty-ninth Annual Meeting of The National Committee for Mental Hygiene, 


New York City, November 4, 1948. 
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The National Council of Jewish Women, realizing the need 
to promote better mental-health conditions through increased 
community education, sponsored a meeting in March, 1947, to 
which were invited representatives of civic, social, religious, 
labor, and veterans’ groups—organizations whose programs 
are not primarily concerned with mental health. Officials of 
governmental, public, and private organizations that are pro- 
fessionally engaged in mental-health work were also present. 
Realizing the need for intensive community education and 
participation as a result of this meeting, the council estab- 
lished an advisory committee and, with it, developed a pro- 
gram covering a wide field of volunteer participation in men- 
tal hygiene. 

Believing that volunteers who participate in community 
mental-hygiene programs must understand what they are 
doing, the National Council of Jewish Women has developed 
an intensive program of self-education for its members 
through study courses given by local authorities in the field. 
To follow this orientation, the council suggests to its sections, 
as activities, the sponsorship of community-wide forums 
within the framework of education, prevention, and legisla- 
tion. Such forums are generally planned and carried out with 
the help of local mental-hygiene societies and community 
social agencies, or are a first step in promoting community- 
wide interest in the setting up of a mental-hygiene society. 
Recent forums have included sessions on what mental hygiene 
is, why there is need for a program of community education, 
and how citizens can participate. 

Activity throughout the country has led to the establishment 
of community-wide forums on child study and marriage rela- 
tions, the promotion of the Dallas Society for Mental Hygiene, 
and volunteer participation in the development of the new 
state clinics in Charleston, South Carolina, and Asheville, 
North Carolina. In the setting up of the Asheville clinic, the 
council section took the initiative in bringing together the 
planning council, the Asheville Mental Hygiene Society, and 
the state department of health to draw up plans for a service 
which was finally established with funds granted by the 
National Mental Health Act. Also, a community-wide forum 
sponsored by the council section opened the campaign by the 
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planning council to secure additional funds to match the fed- 
eral contribution. 

The national office has prepared a comprehensive mental- 
hygiene survey which is adaptable for use by any section, in 
any community, whatever its size. The survey outlines four 
general areas for investigation. Under each heading is a 
detailed questionnaire which a survey committee will want to 
follow in the course of its investigation. The investigation is 
facilitated by the inclusion of suggestions as to how a survey 
committee can get its information. It also suggests close 
cooperation with responsible community authorities. 

This program of the National Council of Jewish Women is 
essentially one of finding and meeting a community need in 
mental hygiene that can be met through volunteer effort, at 
this time stressing participation in the community instead of 
focusing on volunteer work in mental hospitals. 

Four years ago, the American Friends Service Committee 
conceived a program that not only would help mental institu- 
tions in a critical period of personnel shortage, but would 
return young people to their communities more alert to their 
responsibilities, This opportunity was made possible through 
‘Institutional Service Units,’’ one of the committee’s spon- 
sored youth projects. In the past four years almost four hun- 
dred young people have participated in this program by work- 
ing as regular employees of public institutions. 

In the summer of 1948, 115 young men and women—69 
women and 46 men—participated in this American Friends 
Service Committee program. The average age was twenty- 
two. They represented 64 colleges, 27 states, Mexico, 
Czechoslovakia, Canada, and 20 different religious denomina- 
tions. There were eight different units—the largest number 
the committee has ever sponsored. Three units served mental 
hospitals, one in Iowa, one in New York, and one in New 
Jersey; two served in institutions for the mentally defective, 
one in Washington and one in Iowa; and three served in penal 
institutions, one in California and two in New Jersey. 

As a result of this work the Institutional Service Units now 
have trained leaders who in turn are qualified to help start 
units in their colleges or communities. So far this year there 
have been twelve colleges that have been interested in sponsor- 
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ing units. Some of these contacts have come from students 
who have had this experience themselves and are trying to 
encourage the faculty of their college to assume the responsi- 
bility for a unit in their community. Other contacts have been 
from the faculties of the colleges, such as Rutgers University, 
Bryn Mawr, Haverford, and Swarthmore. 

The American Friends Service Committee feels that, 
through these Institutional Service Units, they have an oppor- 
tunity to develop a widespread educational project. 

From the standpoint of the unit members themselves, this 
experience of actually working in institutions gives these 
young people a chance to serve where they are needed and 
an opportunity for a broadening experience that will help 
them develop into more alert citizens and active leaders in 
their future professions. It provides students of medicine, 
public health, child welfare, nursing, j»sychiatry, religion, and 
teaching with valuable preprofessional experience and insight 
into their future work. The unit members have indicated that 
the most outstanding values gained by this experience have 
been the growth of their knowledge of mental illness and the 
development of a humanistic approach, as well as a consider- 
able growth in the personality of the individual. 

As for the benefits to the institutions, this project has helped 
a few institutions in a small way with their personnel short- 
ages, but, more important, it has encouraged higher standards 
for attendants and matrons and has shown the value of 
in-service training for all institutional workers, 

Also, through the knowledge the unit members have gained 
in their work in the hospitals, they have assisted in the educa- 
tion of the public, so that citizens will understand the needs 
of state institutions, provide support for institutional admin- 
istrators who are working under unfavorable conditions, and 
realize their responsibilities to the mentally ill and to delin- 
quents upon their return to the community. 

The American National Red Cross has developed plans for 
recruiting volunteers from the community for work in various 
fields of interest and this organization has well-established 
training programs for these volunteers. 

We all know that there are some hospital administrators 
who consider volunteers a nuisance, who think that volunteers 
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would cause even more work for their already overburdened 
hospital staffs, but I am convinced that those administrators 
are not aware of the real potentialities of volunteers. Care- 
fully selected, trained volunteers have proven their worth as 
good assistants to all the hospital departments to which they 
have been assigned. Because of the regularity of their 
attendance, they have not only aided considerably in the 
present scheduled activities, but they have also helped the 
various hospital departments to expand their existing pro- 
grams. Many Red Cross volunteers serve in mental hospitals, 
particularly those of the Veterans Administration. The Vet- 
erans Administration appreciates fully the usefulness of volun- 
teers. It recognizes them as capable assistants in the hospital 
program, as able interpreters to the community of the condi- 
tions and operations of the hospital, and as excellent aids in 
bringing the patient closer to the community. 

To quote briefly from a statement by General Bradley,’ 
former administrator of the Veterans Administration, at a 
meeting of the National Voluntary Service Advisory 
Committee : 


‘“You volunteer groups are bringing the life of the community within 
the walls of the hospital. You are linking the more or less closed-in 
lives of hospital patients with the normal, day-by-day American life of 
the busy community outside the hospital doors. 

‘*You are doing this by constant codperation with the doctors and 
nurses and technical personnel of the Veterans Administration. 

‘*You are doing it in an orderly and well-knit program that utilizes 
every worth-while segment of community life, that ignores no reasonable 
offer of community help. 

‘*You are aiding the patients in our V. A. hospitals toward an early 
recovery. You are actively speeding their return to purposeful and 
well-adjusted living in the home communities of the United States. 

‘*The thousands of men and women for whom you speak are proving 
themselves to be more than fellow citizens and friends and neighbors 
of the hospitalized veterans they serve. They are, in a very real sense, 
acting as social workers, practical psychologists, and warm, friendly 
mental healers as well. 

‘*They deal in human values. In rendering personalized services to 
individual patients, they go beyond the services that normally can be 
rendered by the busy doctors and nurses and professional personnel of 
the V. A. By supplementing the work of doctors and nurses, they are 
enriching and expanding the organized accomplishments of the Veterans 
Administration. ’’ 





1In the Voluntary Service Information Bulletin, August 1, 1947. 
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It certainly has been proven that careful selection is essen- 
tial in recruiting volunteers who can be really helpful assist- 
ants to a hospital program and good interpreters to the com- 
munity. Those chosen for particular abilities or interests 
give more regular service and maintain their interest in the 
hospital program and patients because they feel that they 
are a vital part of the hospital team which is concerned with 
the rehabilitation of the patient. As they continue to work 
closely with patients and the medical staff and participate in 
in-service training programs, the volunteers’ knowledge of 
mental illness and the conditions of mental hospitals increases 
and as a result the information they can share with their 
neighbors becomes more accurate and useful. 

It is, therefore, important to have not only careful selection 
of volunteers by community organizations, but also prelimi- 
nary interviews and screening by hospital staff. The partici- 
pation of a psychologist or a psychiatrist in the selection and 
interviewing of prospective volunteers, and the use of simple 
psychological tests, have been most helpful in obtaining 
capable volunteers for Veterans Administration hospital pro- 
grams. Those who are accepted after careful screening are 
the ones who seem to continue to work regularly and success- 
fully, codperating wholeheartedly with their fellow volunteers, 
the hospital staff, and the patients. Also, these are the volun- 
teers who can most successfully gain and further community 
support. 

Since not every one is adapted for certain types of assign- 
ment, such as working with the sick, and since volunteer 
assistance is needed in many community activities, it is impor- 
tant for organizations to be able to refer those volunteers not 
found suited for this particular work to other volunteer 
projects of their own or of other organizations, 

For the volunteers accepted for hospital service, well- 
planned hospital orientation courses and careful assignments 
to hospital departments are necessary, while continuous 
in-service training in all aspects of the hospital program and 
procedures is vitally important to insure the volunteer’s inter- 
est, codperation, and knowledge. Interesting, continuous 
training and careful assignments also will greatly aid the vol- 
unteer in stimulating community understanding. 
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Therefore, the Red Cross has found it necessary to have 
full-time staff assigned in most of the Veterans Administra- 
tion hospitals, usually two or three in most of the neuropsy- 
chiatric hospitals, to codrdinate, help select, and plan assign- 
ments and in-service training for the Red Cross volunteers. 
This number of staff is necessary since there is a monthly 
average of from two to three hundred volunteers who serve 
each hospital on a regular basis, and as the program expands 
the number of volunteers increases. 

Volunteers serve in many departments of the hospital. They 
participate in the recreation program, focusing as much as 
possible on the withdrawn patient and planning their parties 
with many varied games for individuals or small groups in 
preference to large spectator events or the usual bingo games. 
Volunteers serve in the athletic program, give courses in first 
aid and water safety, and work in the library and the social- 
service department. They also participate in many phases of 
the medical program, such as shock therapy, group psycho- 
therapy, psychodrama, and the reéducation of post-lobotomy 
cases. 

There are two types of craft program in Veterans Adminis- 
tration hospitals—occupational therapy and manual-arts ther- 
apy. Occupational therapy offers medically prescribed activ- 
ities, determined by the emotional and physical needs of each 
patient for purely therapeutic purposes. The manual-arts- 
therapy program offers prevocational and refresher training 
in a qualified selection of trade activities directed toward 
placement in an industry or trade. 

Volunteers serve in both these departments on a regular 
basis and, through their interest, arrangements are often 
made for teachers from vocational schools and local business 
experts to give lectures and help advise patients on their 
future plans for study and work opportunities after their dis- 
charge from the hospital. 

Another department to which volunteers are assigned is 
that of educational therapy. Since patients may study any 
course in which they are interested, teachers have been 
recruited for many subjects, such as typewriting, mechanical 
drawing, aeronautics, radio, shorthand, bookkeeping, lan- 
guages, and mathematics. Guest speakers from the commu- 
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nity often come to the hospital to talk on various subjects, 
such as current events, music, radio, labor relations, trave- 
logues, and so on. 

Many community clubs—such as stamp, book, chess, pho- 
tography—meet at the hospital and also invite patients to 
meet with them in the community. 

Since it is understood that one of the most valuable contri- 
butions a volunteer can make to a patient’s welfare is to help 
him feel a part of a community, the managers and medical 
staff of the hospitals heartily endorse the many trips that are 
scheduled to take patients to picnics, baseball and football 
games, plays, zoos, museums, broadcasting studios, municipal 
buildings, and on sight-seeing tours. Patients are also invited 
to participate at bowling and skiing parties, in tennis and 
golf games, and in dancing classes in the town. They visit 
country clubs and are invited to private homes. A report from 
one hospital states : 


‘‘Spezial permission was obtained several weeks ago, from the doctor 
in charge of the Continued Treatment Service, for a patient to visit the 
home of one of the men volunteers who organized the Camera Club. 
Through the Camera Club this patient has become quite well versed in 
photography, but has never had the opportunity to learn the developing 
process, as the ‘dark room’ at the hospital has not yet been completed. 
As a result the visit gave him the opportunity to work in the volunteer’s 
dark room and learn the various steps involved. This patient has been 
at the hospital for a number of years, so that the home atmosphere, too, 
was a very special treat. In the evening they joined another man 
volunteer and his family and prepared a picnic supper outdoors. 

‘*As a result of his photographic instruction, this patient has become 
the hospital photographer, available and prepared to record any special 
activity at a moment’s notice.’’ 


Another hospital reports: 


‘*Softball games between the patients’ ‘All Star’ team and community 
teams to which the men volunteers belong are being regularly scheduled. 
These volunteers, who work in the Life Insurance Company, arranged a 
‘Home and Home’ series, the first of which was played away, with com- 
pany executives treating the patients to a huge buffet supper and 
a series of sports movies after the game. 

‘*One day this month, twenty-four patients were taken to the city’s 
Fiftieth Anniversary parade. Seats were provided below the reviewing 
stand, and the city provided luncheon at the Essex Hotel. 

‘*Also, many trips were planned for the women patients this month, 
and the medical staff highly approved their reactions on their return 
to the hospital. Tours of historic spots, visits to museums, antique 
shows, and art galleries evoked great enthusiasm from these patients. 
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Visits were also planned to the homes of specially selected ‘Gray 
Ladies,’ where patients enjoyed not only refreshments, but visiting in 
a home atmosphere.’’ 


For the older patients, who have been hospitalized for years 
and who have few friends or relatives nearby, these trips 
mean a chance to regain their lost individuality in an environ- 
ment outside the hospital. For the younger patients, who 
may be almost ready for discharge, a day away helps immeas- 
urably to bridge the gap between life in a community and the 
protective atmosphere to which they have grown accustomed 
during their stay in the hospital. 

A letter received from a patient in a tuberculosis hospital 
(these hospitals are often just as isolated as mental hospitals) 
noints out the importance of such community trips: 

‘*We all had such an absolutely swell time at your luncheon party 
on Wednesday that we wish again to thank you for your kindness, 
thoughtfulness, and patient sincerity. 

‘*Tt is really a refreshing novelty, here especially, to be tired in a 
different way. After the arrival back at the hospital, every one was 
tired in a healthy, satisfied way, so different from the bored, abnormal 
exhaustion that accompanies the disease. We have all agreed that it will 
be a day long remembered. The thoughts of the pleasant associations we 
were fortunate enough to make will long remain with us. A personalized 
party is so much more helpful and means more to the individual. It 
helps enormously in again acquiring the poise and confidence which are 
such important factors in attaining peace of mind, the goal so easily 
lost by worry and fear. Rehabilitation must be mental as well as 
physical, and of the two we would say the mental rehabilitation is the 
more difficult and delicate. Isolated as we must be most of the time, 
wholehearted friendship and the feeling of belonging have acquired a 
very high value in our minds. We don’t feel quite so futile in trying 
to lift ourselves up by our own bootstraps, for we know now the value 
of a helping hand. If the test of training and hospitality is in making 
a pauper feel at home in a palace, then you have succeeded admirably. 

We hope that there are many more like you in the world.’’ 


Patients also attend meetings of various community groups, 
such as the Rotary and Lions clubs, and enter into civie con- 
tests. Through the volunteer’s contact with industries in the 
community, arrangements are made for patients selected by 
the Veterans Administration vocational adviser to visit indus- 
tries and businesses. It has been noted that many of the 
industries visited have been most enthusiastic, planning tours 
of the plant, providing luncheon, and scheduling conferences 
with the personnel department. Not only have these visits 
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brought about increased understanding of mental patients, 
but jobs have actually been offered and accepted. 

Volunteers at some hospitals arrange for exhibitions of the 
art work of patients at local art shows. An interesting report 
from one of these hospitals states : 


‘‘Samples of patients’ work completed in the Arts aud Skills Workshop 
are included in the exhibit of patients’ art which has been on display 
in the city art gallery for three weeks. This has been an unusually 
interesting exhibit to the public, as the anonymous projects have been 
interpreted from a clinical and therapeutic angle. Each piece of work 
is numbered with a corresponding numbered page in a notebook which 
gives pertinent facts of a patient’s history, type of illness, and the 
particular phase of that illness at the time the work was executed. The 
book was removed, of course, when patients were taken to view their 
efforts. 

‘*«This selected occupational therapy exhibit, which has been sponsored 
by the art association at the instigation of the volunteer chairman, has 
proven another successful medium of interpreting the neuropsychiatric 
hospital to the community.’’ 


The change in attitude of members of the community is 
noticeable since the patients have been attending these numer- 
ous outside events. As a result of the closer contact and the 
individualized relationships brought about through the 
patients’ attendance not only at public events like baseball 
games, but particularly at smaller meetings of clubs and 
visits to private homes, the community participants have 
shown a truer understanding of mental illness and have 
developed a real interest which is constantly growing . 

Many men participate in the volunteer program, working in 
occupational-therapy, manual-arts, therapy, and educational- 
therapy departments, and in recreation and sports activities. 
Men and women volunteers are active in various patient clubs, 
such as stamp, chess, book, and so forth. They also plan 
forum discussion groups and participate with patients in the- 
atrical presentations under the supervision of a hospital staff 
member. We have received many comments on the great 
interest the men maintain in their hospital work and the num- 
ber of community contacts they provide for the patients. They 
often take community leaders with them to the hospital. 
Representatives from industry, business, schools, and other 
community organizations, as well as representatives of vari- 
ous city departments, such as the fire and police departments, 
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have visited the hospitals on numerous occasions. These 
visits, made in conjunction with regularly serving volunteers, 
have stimulated an excellent response from the community. A 
Red Cross volunteer newspaper published regularly by the 
men volunteers of the Northampton Veterans Administration 
Hospital, Massachusetts, for maintaining interest and dissem- 
inating information, points out this trend: 

‘*‘LOOK OUT—THE SHERIFF! Relax, friends. It wasn’t on official 
business that the Sheriff visited the hospital last week, but rather to 
see the program for himself. He came, he saw, he approved. And 
we’re grateful to him for taking time from his busy schedule to pay 
us a visit. Community education is an important part of our job. The 
more people who come to see for themselves, the more of us there are 
to make life simpler for a patient when he returns to the community. 

As volunteers, it is pleasant for us to know that people like the Sheriff 
are interested in our work. 

‘‘Accompanying us another evening was a judge from Pittsfield, 
who impressed us all with his comprehensive grasp of the work we are 
doing and its special problems. He was taken by the manager on a 
tour of the hospital, which of course included visits to the various 
hobby groups. The judge expressed particular interest in the lobotomy 
operation and its results, so the manager arranged to give him a pro- 
gressive view of post-lobotomy patients, from men who had undergone 
the operation only that same day right straight through the post- 
lobotomies who are almost ready to go home. With each visit from 
citizens of the judge’s calibre, the community-education aspect of our 
program takes a long step forward. And for that occasional wonder 
we all feel at times—‘Am I really helping the patients?’—there could 
be no finer prescription than such recognition.” 


Also, men volunteers are most enthusiastic about their work 
in the hospitals. As an example, at this same hospital, 
Northampton, volunteers from General Electric and other 
industries leave work at 5:00 p.m., travel quite a distance to 
the hospital, and have supper there with members of the medi- 
cal staff. At this time they have the opportunity for small 
group discussions with the doctors on various phases of treat- 
ment and cases of various types. After supper until about 
10:00 p.m., the hospital is a beehive of activity, with many 
of the medical staff present because they are so deeply 
interested. The hospital schedule has been so arranged that 
the heads of the departments can supervise these activities. 

A sample evening program is as follows: There are outdoor 
events such as a baseball game, the flying of model airplanes, 
and tumbling. Indoors, there are meetings of the photo- 
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graphic club, the music clubs, poker games, and so on, on sev- 
eral wards and rehearsal and transmittal of a radio skit on the 
inter-hospital radio. Also scheduled is work in the radio shop, 
the making of model airplanes, and the repairing of broken 
toys which, collected by Red Cross and repaired here, will be 
given by the patients to needy children of the community. The 
patients and qualified trained men volunteers participate in all 
of these activities and the number of volunteers steadily 
increases. 

In hospitals, many parties and dances are planned for which 
hostesses are recruited from the community. It has not 
seemed necessary for hostesses, guest speakers, and most stu- 
dents to have the careful screening, selection, and orientation 
that is deemed necessary for volunteers who come regularly, 
since these volunteers are at the hospital on an irregular 
schedule and have constant supervision. But even these vol- 
unteers who serve on an occasional basis have helped to 
broaden the scope of community knowledge of mental patients 
and the hospital. 

College and high-school students also participate in the 
hospital programs. College students enter into the recrea- 
tion, sports, educational-therapy, and manual-arts-therapy 
programs. High-school students make emergency surgical 
dressings, do clerical work, wrap gifts, issue passes, act as 
guides for visitors, cut felt and leather for the occupational- 
therapy department, and are disk jockeys for the inter-hos- 
pital radio. 

Elementary-school members of the Red Cross also make 
many articles that cculd be used at the hospital and many 
organizations in the community donate material items that are 
needed in the hospital program. 

By obtaining and maintaining the interest of all age levels 
in the community, including the various community organiza- 
tions, industries, professions, civic leaders, and so on, I feel 
that a good start is being made in the education of the com- 
munity to an understanding of mental illness, 

Thus, a country-wide group of leaders is being developed 
who can interpret the needs of mental hospitals and mobilize 
community action toward the achievement of adequate, strong 
mental-hygiene programs. Also, this education and partici- 
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pation will stimulate volunteers, who are, as we all are, citi- 
zens of the community, the state, and the nation, to become 
more active in striving for better legislation and better con- 
ditions for mental hospitals. 

I have tried to show in this paper that although voluntary 
organizations may use different approaches and methods, 
their efforts and aims are predominantly the same. They are 
attempting to improve conditions in mental hospitals and 
institutions and to interpret their needs to the communities. 
They are also helping to educate the public to a true knowledge 
of mental health and mental illness and, on matters pertaining 
to this field, an awareness of their responsibilities as citizens. 








OPENING THE DOORS OF THE MENTAL 
HOSPITAL TO THE PUBLIC * 


NEWTON BIGELOW, M.D. 
Director, Marcy State Hospital, Marcy, New York 


ESPITE the vast amount of work insp‘red by Clifford 
Beers and carried out by The National Committee for 
Mental Hygiene in the realm of public education, there is 
reason to believe that we have succeeded in enlightening not 
much more than a small fraction of those whom we need to 
reach. We have interested large numbers of the ‘‘civic- 
minded’’ and generous-spirited in the problems of mental 
disease. But that we have left many millions unmoved is 
evident to all who come into contact with the public daily. 
There has been little scientific effort to determine the nature 
and extent of public misunderstanding, but that little shows 
significant shortcomings in general knowledge. Glenn V. 
Ramsey—formerly of Princeton, now professor of psychology 
at the University of Texas—conducted a questionnaire survey 
of public attitudes and opinions at Trenton, New Jersey. 
A paper reporting some of his results will be published in an 
early issue of the Psychiatric Quarterly. In a sample that 
showed a slight ‘‘bias in favor of upper educational and 
occupational levels of the population,’’ there was considerable 
confusion regarding the causes of mental disorder. The 
replies of at least four out of five were encouraging in the 
sense that psychogenic factors were recognized; but mental 
disease was attributed by many to such things as current 
environmental stresses and ‘‘lack of will power,’’ while others 
saw ‘‘worry, brooding, fears, depressions,’’ and ‘‘preoccu- 
pation with certain ideas’’ as causes of disease, not as effects. 
A disturbing number considered mental illness God’s punish- 
ment for sin; others thought it came for ‘‘no reason at all’’; 
many of those who recognized hereditary and physical factors 
* Presented at the session on ‘‘ Mental Health Bridges (Between the Past and 
the Future, the Hospital and the Community, the Sick and the Well),’’ at the 
Thirty-ninth Annual Meeting of The National Committee for Mental Hygiene, 


New York City, November 4, 1949. 
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apparently misunderstood them. Even for the comparatively 
enlightened who gave encouraging replies, much educational 
work was obviously needed. 

Moreover, all psychiatrists are familiar with the fears and 
misapprehensions of relatives who are committing patients 
for treatment. The question is asked daily: ‘‘Is there any 
hope for recovery?’’ ‘‘In what sort of conditions will my 
mother be compelled to exist?’’ ‘‘Aren’t some patients 
dangerous?’’ ‘‘Aren’t ‘asylum guards’ brutal?’’ Our ward 
personnel could add substantially to such a list of inquiries 
from the curious: ‘‘Are they all in there because of ‘sex’?’’ 
‘Does religion drive people insane?’’ ‘‘Aren’t you afraid to 
work in such a place?’’ ‘‘Aren’t sane people often railroaded 
to asylums?”’ 

Some of these questions are of respectable antiquity. They 
are founded on the practice, the ‘‘science,’’ and the supersti- 
tion of other days. They are also based on tradition from 
the times when the doors of madhouses actually were open 
to the public. Bedlam was once visited as modern New York- 
ers visit the Bronx Zoo. Chained lunatics were eyed by 
the curious in the early days of America. The Thousand and 
One Nights’ relates that the Sultan Mahmud of Egypt, 
weighed down by a heavy depression which the jewels of his 
treasury, the women of his harem, and the horses of his 
stables were unable to relieve, went for diversion to—of all 
places—a madhouse. He listened to the life histories of 
three inmates who were chained to the walls. Strangely, 
none was deranged. All were confined unjustly; in modern 
parlance, they had been ‘‘railroaded.’’ 

The traditions of unjust punishment and brutal treatment 
have survived in popular fancy, while truly enlightened 
endeavors have been forgotten. Music, for instance, is an age- 
old treatment. Yet that there are organized music therapy 
and hospital bands comes as a surprise to most persons. Our 
problem to-day is to reach those whose misinformation about 
the mental-hospital scene derives from the literary and word- 
of-mouth traditions of bygone days. Such people are readily 
impressed by descriptions of our institutions as modern Bed- 


1 The Book of the Thousand and One Nights, translated by J. C. Madrus and 
E. Perey Mathers. London: The Casanova Society, 1928. Vol. 7, p. 81. 
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lams because those descriptions fit their preconceptions. 
They are not so readily impressed by less sensational and 
less distorted reports such as that in Mary Jane Ward’s 
The Snake Pit, or by the factual reports in the writings of 
Clifford Beers himself. Their pictures do not fit the average 
preconception. 

We conceive that a far more effective program than that of 
lecturing or writing is to open the doors of the hospitals and 
let the misinformed see for themselves. To answer questions 
is not enough; our answers cannot always be clear. I have 
heard one psychiatrist answer the question, ‘‘Do you cure 
them?’’ with ‘‘We cure the alcoholics.’’ Another replies 
to the same question: ‘‘Certainly we cure many patients, but 
not the aleoholics.’’ We all know what each meant, and one 
might agree with either or both of them, with definite reserva- 
tions. But such statements are examples of positive encour- 
agement to public misunderstanding. 

The limitations of what we can do toward opening the 
hospital doors are so obvious that it is difficult to know where 
to begin. We ourselves cannot take, on personally conducted 
tours, every casual acquaintaince who says: ‘‘There must be 
some very interesting things to see in there.’’ Nor can we 
encourage or even permit our employees to do so. Patients 
are people, and even in the cause of greater public under- 
standing, they cannot be deprived of all privacy. What we 
obviously can do is to begin by encouraging greater acquaint- 
anceship with, and greater understanding of, the hospital in 
selected groups. 

One such group which readily comes to mind is that of 
the Gray Ladies of the American Red Cross. The Psychiatric 
Quarterly devoted an editorial to their volunteer work in the 
July, 1947, issue. It was significantly entitled, Open the 
Door, Doctor. 

Workers in the wider field of mental hygiene are much more 
familiar with group volunteer activity than are members of 
my profession in general. It seems entirely possible that the 
widening of present group activity in the mental institutions 
is as practical a way as any of opening the doors. The initi- 
ative and the welcome to volunteer workers must obviously 
come from the hospital head, but the major impetus for an 
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enlarged group program might well be found neither among 
the general public nor in the hospitals themselves. Increased 
group participation in hospital work is a mental-hygiene 
activity, and I recommend it as a primary concern to all who 
are interested in mental hygiene generally. For methods in 
which groups and individuals may be employed as volunteers 
in our hospitals, I should like to call attention to the paper, 
Volunteer Work With Psychiatric Patients, by Marjorie 
Frank.’ In the Red Cross, in particular, we have an organized, 
already interested group of people who can be brought to par- 
ticipate in the work of the hospitals. Such participation ranges 
from help in the circulating libraries and the recreational 
departments, to instruction of patients in the handicrafts 
employed in occupational therapy. 

But public interest in the hospital program could very well 
be extended beyond the scope of the organized groups in the 
mental-hygiene field. Our schools of nursing now arrange 
tours of hospitals for high-school pupils who are prospective 
student nurses. Their invitations might very well be broad- 
ened to include alert pupils who are generally interested in 
civic affairs and social studies of all types. Certainly the 
study of biology and hygiene should at least touch on the 
emotional life. Similarly, I believe that the number and 
scope of institutional tours by college students could be 
extended profitably. It is the general practice to-day to take 
classes in abnormal psychology on tours of our institutions 
and clinical demonstrations. We conceive that this sort of 
visit, sketchy as it may be, might usefully be made by other 
groups who will deal directly or indirectly with problems of 
mental abnormality. These might reasonably include— 
besides medical students, of course—students in law, theology, 
and journalism, and others in the field of social science. We 
think that much of the general public misconception as to 
what our institutions are, and as to the lives their patients 
lead, might be averted if those who will in the future be in a 
position to influence legislation, philanthropic activities, and 
publie opinion had at least a nodding acquaintance with the 
mental hospital and its work. 


1See pages 353-65 of this issue of MENTAL HYGIENE. 
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It should not be impossible to work out with the deans of 
colleges and public-school officials the details of an enlarge- 
ment of the current programs for students. However, I do 
not believe that we should stop here. Besides those moti- 
vated by morbid curiosity, which would include sado- 
masochists, voyeurs, and other undesirables, there are citizens 
of good will who might be inspired to greater interest in our 
hospitals through personal contact. Some of these could be 
found in churches, luncheon clubs, and business, professional, 
and lodge groups. Others are of the ‘‘unorganized”’ variety. 
We and our employees collectively must know many thousands 
of the latter—persons who have asked intelligent questions 
and who show capacity for an appreciation of our work. 
Given authority to do so, the energetic director should be able 
to find means to bring many of these people within our gates. 

There are many indirect means of promoting acquaintance- 
ship, which would not involve anything so formal as tours of 
the hospitals. One institution known to me maintains a 
monthly concert series. Young artists from the community 
enjoy playing for the patients as a group, because they are 
such well-behaved and responsive audiences. In its turn, the 
excellent patient band at this hospital plays programs in the 
monthly concert series to which the public, and especially 
local musicians, teachers, and school supervisors, come. This 
band also gives public Sunday evening concerts on the hos- 
pital grounds and has played at various festivals in the com- 
munity. Employees could be encouraged to bring more rela- 
tives and friends to such functions as hospital field days. 
Churches or other groups might be interested in providing 
occasional entertainment outside the hospital grounds for 
suitable patients who are not eligible to attend the parties 
now commonly arranged for veteran patients by veterans’ 
organizations and auxiliaries. 

If we are to ‘‘open the doors of the hospital,’’ the question, 
of course, arises as to what we can show interested members 
of the public in regard to care and cure. We see no reason 
why they should depend, for impressions, on unreliable—if 
not paranoid—reports from unrecovered patients. We must 
find ways to let more and more see for themselves.. We should 
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explain the problem of the seemingly adjusted, thoroughly 
‘‘institutionalized’’ patient who, to the casual observer, 
appears entirely well enough to fend for himself. We should 
find means, without trespassing unduly on the privacy of our 
patients, to see that the purposes, the techniques, and the 
results of treatment are understood. We should see that 
it is understood by interested friends and worried relatives 
that remissions from most of the functional psychoses follow 
shock treatment and psychotherapy. It should also be made 
known that improvement follows treatment in a certain num- 
ber of cases of the disorders that occur in the aged. We 
should explain that the relief of simple removal from scenes of 
stress and the feeling of being cared for may produce imme- 
diate improvement in many persons. 

In this connection, the family-care program—under which 
selected patients without proper places to which to return 
are placed to board in selected homes—is perhaps the best 
way of bringing the mental hospital into the concrete knowl- 
edge of families in the community. 

Another direct demonstration of what the hospital does 
for the individual is provided by the out-patient clinics main- 
tained by the hospital. There, the community sees the clinic 
team actually at work with the patient—a member of the 
community. These contacts are valuable educationally, 
whether in after-care, community, veteran, or child-guidance 
clinics, 

For persons with more than a passing interest in our prob- 
lems, there are still largely unexplored possibilities in modi- 
fications of group therapy. Katherine W. Wright reported 
two years ago on the project at the Chicago Community 
Clinic." Former state-hospital patients, relatives, friends, 
and others interested attended. Dr. Wright noted results 
in personal benefits and in greater understanding and greater 
tolerance of mental disorders. Gatherings of this sort, if 
carefully conducted, might prove as valuable in the field 
of public education as more formal mental-hygiene lectures. 

The Wisconsin Society for Mental Health has sponsored, 


1See ‘‘Group Therapy in an Extramural Clinic,’’ by Katherine W. Wright. 
Psychiatrie Quarterly, Vol. 20, pp. 322-31, April, 1946. 
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under local auspices, panel discussions on the topic, ‘‘Civic 
Responsibility for Mental Health.’’?? The superintendent of 
the regional hospital discusses the nature of the hospital 
treatment that should be provided for those whose illness 
‘‘requires a changed environment for recovery.’’ One of his 
staff takes up the responsibilities of the general practitioner. 
The executive director of the society outlines the duties of the 
citizen, and the school psychologist describes the preventive 
aspects of a school mental-health program. The public 
response to such panels at five strategically located centers has 
been enthusiastic. Significantly, one such panel was spon- 
sored by a county medical auxiliary. 

The Brooklyn State Hospital Psychiatric Forum? goes a 
step further. It brings the public right into the hospital, so 
that audiences may hear a series of lectures on mental-hygiene 
topies by recognized speakers. The enthusiastic participation 
of the speakers, the medical and non-medical staff, and the 
public attest the value of this educational project. 

In the present set-up of the public mental hospital, visiting 
day is the generally recognized occasion on which we do 
throw open the institution doors to members of the public. 
To many visitors, staff members, and patients themselves, 
the ordinary visiting day is often a depressing occasion. This 
is particularly true of the admission wards, where many of the 
visitors are half-informed or misinformed as to the hospital’s 
purposes and operations. There is as well a wide range of 
opportunity to misinterpret what is heard or seen. 

Take the case of the distracted relative calling for the first 
time to see a newly admitted patient. Besides the distress 
occasioned by the patient’s own symptoms, the visitor is 
almost certain to feel a weight of gloom, apprehension, and 
anxiety that are not at all justified by the facts. Some of this 
he takes over from other visitors in the same emotional state. 
Further, he may enter a ward—where the door is promptly 
locked behind him—to find stuporous and depressed patients 
sitting silently, or an agitated patient pacing about. It must 

1 See ‘‘The State Hospitals Come to the People.’? Mental Health, Vol. 11, 
p. 2, April-July, 1948. 

2See ‘‘The Brooklyn State Hospital Psychiatric Forum,’’ by Ida Braiman 
and Patricia Farrell. Psychiatric Quarterly Supplement, Vol. 21, Part II, pp. 
200-206, 1947. 
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be remembered that the segregation of the disturbed or 
deteriorated can by no means always be accomplished 
promptly. Sometimes, in certain places where separate visit- 
ing rooms have not been provided, just one acutely ill patient 
may be obstreperous enough on visiting day to make the 
uninformed caller apprehensive and uncomfortable. 

I do not suggest that visiting day be abolished or that pres- 
ent practices be modified radically. Hospital staffs are still 
overworked; definite times must be assigned for visitors. 
The present system seems to be on the whole as good as is 
generally practicable. But I suggest that, in the process of 
inviting the public to view our hospitals, we make an increased 
effort to prepare visiting relatives, to avoid shocking them, 
and to help them understand what they will see and hear. 
It should be made plain, for example, to the relatives of a 
quiet, depressed patient, that he will not be confined for long 
with disturbed fellow patients, that he will be moved for care 
and treatment to quarters suitable for his particular illness 
and will be placed with suitable fellow patients. 

An effort then might be made to conduct formal or informal 
group sessions in advance of visiting hours. A staff physician 
might explain to new visitors what they will see and some- 
thing about the operation of the hospital. He could tell some- 
thing of modern treatment methods and their results. Much 
of this, it should be said, is now attempted by ward physicians 
in contact with the patient and his family. However, their 
work is individualized; it differs in quality and quantity. 
Many in need of information or reassurance probably go 
without it. Many probably also gather the impression that 
visitors are not particularly welcome. Visitors, of course, 
upset the hospital routine and the individual routines of staff 
members. For many ward psychiatrists, visiting day is more 
than a nuisance—it is an emotional strain. Perhaps then, 
organized, carefully planned preparatory talks to visitors 
would not only benefit the visitors themselves and the public 
at large, but would considerably ease the task of staff 
members. 

It naturally goes without saying that any talks of this sort 
would be based on the general principles of mental hygiene. 
The greatest difficulty we still have to overcome is public 
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fear of mental illness and misunderstanding of its nature. 
If we can convince our visitors that there is no more need for 
shame in having a deranged relative than in having one with 
heart disorder, we will have taken a further long step in health 
education. Although we recognize that personal contact is 
much more vital, we should note that several state depart- 
ments of mental health, including that of New York, have 
prepared booklets for general distribution to visitors (and to 
new patients) setting forth all of these facts—particularized 
for the individual institution. 

Another traditional occasion for the opening of the hospital 
doors is presented by the exhibits of our occupational-therapy 
departments. These have often failed to attract the public 
attention and attendance they deserve. The typical attitude 
of a first visitor to an occupational-therapy exhibit is one of 
astonishment that ‘‘insane people’’ can do such fine work. 
There are few better demonstrations of the fact that emo- 
tional derangement does not necessarily destroy artistic or . 
intellectual capacity than the excellent work our occupational- 
therapy departments actually produce. I believe that a 
wider acquaintance with this type of employment could be 
brought about readily by contact with those persons who are 
in a position to give or to withhold publicity for the enterprise. 

Lastly, we come to the physician in the community. The 
physician graduating to-day knows psychiatry from first- 
hand experience. Some of the older men, however, are less 
well equipped, but of course are important forces in the com- 
munity through their influence with the many families under 
their care. Thus, it is well that some of our psychiatric hos- 
pitals frequently play host to their county medical-society 
meetings; that hospital staff members actually participate in 
such organizations; that they serve as attending physicians 
in the general hospitals; and that psychiatric hospitals have 
well-organized consulting staffs in the various specialties 
who come regularly into the institutions. So will the door be 
opened wider to greater understanding. 

Propaganda is in universal use to-day—even in the matter 
of selling soap. Psychiatry so far has contributed little of its 
special skill and knowledge in this field of emotional appeal. 
There are, of course, both negative and positive propaganda. 
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As a force to neutralize some of the former, the New York 
State Department of Mental Hygiene some time ago very 
properly set up a division of publicity and public relations. 
Here the story of the problems, work, and results of its insti- 
tutions is set forth objectively and expertly. 

This discussion has been an attempt to outline the general 
problems of opening our hospital doors widely to the public, 
and to note certain of the inherent difficulties. Brief mention 
has been made of some of the general misunderstandings and 
misapprehensions concerning the mental hospital’s functions 
and operations. An attempt has been made to suggest—in very 
general and sketchy fashion—how some of these difficulties 
may be met and overcome. The question is no simple one, 
and no attempt has been made to give a complete answer. 
The aim has been rather to present some of the possibilities 
for further study, discussion, and action. It is difficult to 
exaggerate the importance of the whole question either from 
the point of view of the public or from that of the hospitals. 
Measured by the yardstick of appropriations, the care of the 
mentally ill is the most important single function of the gov- 
ernment of New York State. This must be a general measure 
also of the proportions of the problem throughout the United 
States. For the good of our patients, for that of the public, 
and for us as workers, a closer relationship between the 
mental institutions and the public is indicated. Let us open 
our doors! 





THE RESPONSIBILITY OF THE CITIZEN 
IN BRIDGING THE GAP BETWEEN 
MENTAL HOSPITAL AND 
COMMUNITY * 


MARIAN McBEE 
Executive Secretary, New York Committee on Mental Hygiene 


INCE mental-health problems are the single most exten- 
sive and costly health problem in this country, it is fitting 
that we should consider the responsibility of the citizen in 
bridging the gap between the mental hospital and the com- 
munity. It was at the instigation of citizens that the mental 
hospitals became a responsibility of the government, usually 
the state. This provision by governmental units of hospital 
care for the mentally ill and handicapped is a reflection of the 
will of the citizens to provide care and treatment for those 
individuals who are unable to secure for themselves the kind 
of treatment best suited to their needs in the light of current 
knowledge and experience. 

Having assured ourselves that the best way to care for 
the mentally ill is through governmental auspices, we are all 
too prone to consider our responsibility discharged when we 
pay our taxes. We seem to forget that our way of life is 
based on a government of, by, and for the people, and that 
the quality of care in a state hospital for the mentally ill 
reflects the interest and concern not only of its superin- 
tendent, but of the citizens who support it; that ‘‘we’’ are the 
government and have the right and the responsibility to know 
what the programs of our mental hospitals are and what 
they could be, and to satisfy ourselves that the mentally handi- 
capped are receiving the kind of care we want them to have. 
These are facts that we cannot afford to overlook if we are to 
preserve that precious characteristic of concern for each and 


every member of our society. 


* Presented at the session on ‘‘ Mental Health Bridges (Between the Past and 
the Future, The Hospital and the Community, The Sick and the Well),’’ at the 
Thirty-ninth Annual Meeting of The National Committee for Mental Hygiene, 
New York City, November 4, 1949. 
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The knowledge that one of twenty persons in this country 
will spend some time in a mental hospital should make the 
mental hospital’s facilities and programs a matter of con- 
cern to all citizens. Yet we find apathy and indifference to 
their problems in some people, and in others concern about 
the hospitals, but uncertainty as to how to express their inter- 
est. While almost every citizen has been a patient or visitor 
in one or more general hospitals, only a small and unknown 
number have visited mental hospitals. Until the hospital and 
the citizen in the community are better acquainted with each 
other, we cannot expect any far-reaching and constructive 
changes in the care of patients in mental hospitals. 

The Snake Pit, a film that portrays a mentally ill woman’s 
experiences in a state hospital, presents many of the problems 
that face all of the mental hospitals in the country—over- 
crowding, understaffing, the failure of individual members of 
the staff always to act for the best interest of the patient, and 
the many other problems that confrout administrators of hos- 
pitals. The public that sees this movie may well have grave 
concern about the care of the mentally ill in our public insti- 
tutions; at the same time they can learn more about the treat- 
ment procedures that are the most effective we now have for 
the treatment of emotional problems. This movie presents in 
general a very hopeful picture of the possibilities of care and 
treatment for the mentally ill. In following the course of 
treatment for one patient who recovers from a severe emo- 
tional illness, it suggests the possibilities for the many 
patients who are less fortunate. 

Movies of this type, articles in the press, and radio presen- 
tations of problems in the field of emotional illnesses have 
done and are doing much to arouse the public to an awareness 
of the need for more and better treatment facilities for the 
mentally handicapped. More people to-day know and have 
an opportunity to know some of the problems in this field. 
However, general concern and knowledge about the prob- 
lems are not enough. 

Concern about the inability of mental hospitals to provide 
the best scientific care and treatment for all patients must 
be accompanied by knowledge of the causes of the inade- 
quacies and by measures that can realistically be taken to 
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correct them. If citizens are aroused to a knowledge of inade- 
quacies, it is not enough to protest to the administrator of a 
hospital or of a department. The citizen must be willing to 
support whatever changes are necessary to correct the inade- 
quacies. He must know that the best available care and 
treatment is expensive and he must be willing to pay for it. 
The national average cost of $1.50 per day per patient in 
public mental hospitals does not and cannot provide the best 
care for every patient. Some states spend more for their 
patients, but no state reaches the recommended $5.00 per 
day for acute and recovering patients that is recommended 
by the American Psychiatric Association, and even $5.00 a 
day is not enough to give to each patient the best in treat- 
ment, according to our present knowledge. 

Factors other than money contribute to the problems of 
treating patients in mental hospitals. Adequately trained 
personnel will not be available in sufficient numbers for years 
to come; professional personnel has a tendency to leave the 
mental hospital after training; it is difficult to find and to 
keep attendants of a high quality. These and other problems 
must be recognized and remedies found for them it the hos- 
pital program is to be vitally and permanently changed. 

The greater interest in mental-health problems and the 
development of more media for bringing information about 
them to the public are constructive factors in building bigger 
and better mental-health programs throughout the country. 
However, the presentation of problems to the public is not 
enough. Persons who become deeply concerned about the 
plight of the mentally ill should have some organized channel 
through which to express their concern and to help plan for 
amelioration of the conditions that they deplore. 

We may well, therefore, consider ways in which citizens 
in the community and the hospital may be brought into closer 
relationship. Mrs. Frank has reported to you’ some of the 
wonderful work that is being done by volunteers in mental 
hospitals. This program of volunteer participation in hos- 
pital programs is an excellent illustration of one way in 
which the gap is being bridged between people inside and 


1 See pages 353-65 of this issue of MENTAL HYGIENE. 
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people outside of mental hospitals, and is a type of activity 
that will continue to expand with increasingly effective 
results. I should like to discuss some other ways in which the 
citizen may express his interest in the public hospital pro- 
grams for the mentally ill. 

Concern about patients in mental hospitals is not a newly 
developed interest of citizen groups. It had been so definite 
a part of the New York State Charities Aid Association that 
in 1873 a state law was passed which authorized the appoint- 
ment of State Charities Aid Association visitors to all public 
institutions in the state for the care and treatment of the 
insane. The present Social Welfare Law (December, 1946) 
provides that any justice of the supreme court may grant to 
duly appointed State Charities Aid Association representa- 
tives orders that will enable them to ‘‘visit, inspect, and 
examine’”’ public homes, charitable institutions, and state 
hospitals. Reports of such visitors are made annually to the 
commissioner of the state department of mental hygiene. 

IT have found in our files a report of a visitor which says: 


‘Nearly all of the halls of the asylum on the male side as well as on 
the female side were visited, and some halls more than once. There is 
improvement perceptible in the food of the patients, consisting in greater 
variety and more changes. The bill of fare now extends over a fort- 
night, whereas formerly it repeated itself every week. Even small 
luxuries, such as gingerbread, rice pudding, and even meat for breakfast 
occasionally are added. There were but few patients in the halls, the 
majority being out of doors, most of the women bareheaded, although 
the day was warm. A few wore hats; some only a piece of paper, 
twisted into the shape of a hat. Sheets are becoming more and more 
scarce again, and on trying to find out the exact number in one of the 
halls, the nurse opened the door of the closet reluctantly saying: ‘You 
know, Ma’am, I would be very willing to give you all the information 
you desire, but then we are not allowed to do so.’ 

‘‘Halls 3.7.C on male side were without nurses. Some of the nurses 
are becoming fearful of losing their wages, which have been previously 
cut down and are now overdue about six weeks, with, they are told, 
little prospect of payment at present. 

‘“Permission was asked of Dr. Parsons to allow Rev. Theo. Dresel 
to visit the asylum, which was readily granted, and the reverend gentleman 
was invited to repeat his visits whenever he pleased. Dr. Parsons also 
gave permission to Mrs. Manning to bring Mrs. Draper to sing at service 
time on Sunday. Mrs. Manning had a delightful visit. Mrs. Draper 
sang comforting and familiar songs and hymns, and tears were in many 
eyes. A platform was raised at the end of the hall, on which a piano 
had been placed and the minister’s desk, giving a better opportunity for 





MENTAL HYGIENE 


the patients to see the minister and singer. The door opening into the 
large sitting room, the one to go upstairs and also the door of entrance 
were all open, which improved the air. Dr. Parsons was polite and 
attentive in every respect. The patients looked well and contented. 
‘*The Lodge was found in the usual good order. One woman, a 
patient for the last twenty years, apparently dying, was receiving all 
needful attention from the nurse in charge. Dr. Parsons, being 
requested, promised to notify her friends, if such could be found. 
‘*The patients always express delight at our visits.” 


This report was made by a visitor on June 18, 1878. Appar- 
ently many hospital problems have not changed materially 
in the past seventy years. Current reports from visitors 
almost always have some references to problems about sheets 
or other housekeeping supplies, concern about the variety and 
quality in food for patients, personnel problems due to sala- 
ries and shortages of trained people, and a report of some 
special entertainment features for patients. 

I was both gratified and disturbed to find this report in 
our files—gratified that there were State Charities Aid Asso- 
ciation visitors seventy years ago who were interested in the 
care of patients in hospitals; disturbed that the problems 
continue with such similarity, and that in the past seventy 
years there has not been greater development of citizen par- 
ticipation in hospital programs. 

In New York State, each state institution for the care of 
the mentally handicapped has a board of visitors, consisting 
of seven citizens appointed by the governor to serve for a 
seven-year period. The law requires that at least two mem- 
bers of each board be women. These boards of visitors are 
another channel for closer relationships between the hospital 
and the citizen. They are appointed to represent the citizens 
of the community served by the hospital and are empowered 
to conduct investigations, hold hearings, and make recom- 
mendations. Members of such boards have been conscientious 
in discharging their responsibility, yet too few people in the 
community know that such boards exist. Reports and recom- 
mendations of boards of visitors have not been made known 
sufficiently to the public that they represent. 

In the 1946 Annual Report of the Board of Visitors to 
Letchworth Village, of which Mr. Franklin B. Kirkbride is 
chairman, the following thoughtful and constructive comments 
appear: 
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‘*The trend of population curves indicates that the peak of popula- 
tion growth may not be far off. If this should prove to be the case 
and if improvement in care and treatment should be increasingly effective, 
there may be less need for additional facilities for housing the mentally 
ill and mentally defective than many now believe. 

‘*Overcrowding is now so general that merely to provide adequate 
accommodations for the present inmate population and those on the long 
and lengthening waiting lists for admission prove the necessity for 
the construction of more institutions. Better care and treatment will 
of course result in a more rapid turnover of patients, particularly if 
adequate facilities are available for incipient cases. Limitation of size 
of individual institutions is also a prerequisite for better and more 
adequate care. 

‘‘This board cannot urge too strongly that another Letchworth Village 
be planned and built promptly. 

‘*The state has recently reversed its policy as to the treatment of 
tuberculosis. The eradication of the disease in the shortest possible time 
is very properly the goal now being sought. This has resulted in 
shelving the ‘ability to pay’ yardstick which was formerly enforced 
rigidly. Yet the contrary short-sighted policy still continues to be 
enforced in the Department of Mental Hygiene. The board does not 
believe in the abolition of the ‘ability to pay’ policy. It does, however, 
believe our objective should be to admit, as early as possible, every case 
of mental disease and mental defect, and that instead of pressing for 
reimbursement. to the utmost limit, a liberal policy in this regard 
should be followed. The well-to-do should of course be required to 
pay; where there is an attempt to defraud the state a hard policy may 
be necessary. With those of lesser means, a very liberal attitude should 
be taken, for it is more important to rehabilite the family and develop 
its earning power than to drain it of its resources. The state should 
pride itself not on the dollars and cents squeezed from the poor and 
moderate income groups, but rather on the rapidity of turnover of cases 
treated and the number of cures and improvements effected. A citizenry 
sound in body and mind is the best earning asset of the state, and we 
should be committed to a public health policy that will secure this 
much-to-be-desired result. 

‘‘This board has always stood firmly for the civil service principle. 
It has at times, in its efforts to help provide the best possible care, 
treatment, and training for the wards of the state, been forced to 
battle with a rigid administration of laws designed to protect and not 
injure the persons committed to our care. Minimum standards there 
should be. Deviations from fixed rules should be permitted and authority 
should be given to senior directors and top civil service officers to waive 
required standards in cases where the individual is obviously fitted for 
the duties he or she is to perform. ‘It’s the law’ is no excuse for 
rejecting applicants because of technicalities which do not fit specific 
eases. The test should rather be: How will the appointment of a 
qualified individual affect the patient? That is an easy yardstick to 
use and one that will improve the standard of service instead of making 
administration and care more difficult. Mistakes in isolated instances 


there will always be. Stop trying to keep nonconforming, but capable 


people out of the state service and, instead, find ways and means of 
attracting them.’’ 
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This report, made by a lay board, is an illustration of how 
a citizen group can help the state department of mental 
hygiene in planning to meet the needs of the people for whom 
it has responsibility. May such thoughtful reports be given 
the careful consideration they deserve. 

In the files of the State Charities Aid Association there is a 
report of a conference of the Committee on the After Care 
of the Insane, held in 1905. In this conference, Miss Louisa 
Schuyler reported as follows: 


‘*For many years I have been interested in the subject of after-care 
for the insane. While in England last summer, I spent several hours 
at the London office of the Society for After Care of Poor Persons 
Discharged Recovered from Insane Asylums—a society composed of men 
and women, established about twenty-five years ago, and which does 
most excellent work. Its methods, in brief, are as follows: The 
secretary of the society visits the asylums, and works in close codperation 
with the medical superintendents; and is notified by them when there 
are patients to be discharged cured who are poor, and who have no 
homes or friends to go to. For such cases, boarding places (in the 
country for the women, in the city for the men) have pryviously been 
arranged for by the secretary. These are not large institutions or 
buildings owned by the society—it does not wish for them—but small 
‘cottage homes,’ or, as we should call them, small boarding houses, 
where a man and his wife are willing to board these after-care cases. 
There are now about twelve of these cottage homes in different parts 
of England. The women are sent to them; the men usually to lodgings 
in cities, to places corresponding to our ‘Mills Hotels,’ whence they 
usually find employment for themselves, but are often helped to do so 
by the society. The board of both men and women is paid for by the 
After Care Society, for one to six weeks usually, until their health is fully 
reéstablished and they are able to work. The women require much more 
looking after than the men. They are visited more often by the secretary, 
also by local volunteer visitors of the society living near the cottage 
homes, who are kind to the poor women, become interested in them, and 
find employment for them in domestic service and otherwise. This is 
usually found through advertising in the papers, and in all cases it is 
stated to the employer that the person has been mentally ill, but is now 
recovered. After employment has been found, the society keeps in com- 
munication with them, often for years, and until they are absorbed 
into the community as self-supporting, self-respecting men and women. 
It is most satisfactory work. Indeed, it is claimed by the medical 
superintendents, as by the society, that relapses are often averted owing 
to the freedom from anxiety afforded the convalescent of knowing that 
upon leaving the asylum he will be befriended, cared for, and started 
anew after an interval of rest. During the past year the society has 
furnished after care to over 260 patients discharged recovered from 
the asylums. I was much struck by the humane and efficient quality 
of the work done. It could be much enlarged, I was told, did the 
voluntary contributions permit. 
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‘*Conditions in England differ from those we have here, but the need 
of a helping hand extended to poor and friendless convalescents, and 
those discharged cured, upon leaving our state hospitals, is just as much 
needed here as there, and this is what we ought to do. 

‘*We need no new society because we have the machinery ready at 
hand; nor do we need to establish a new institution, or to own buildings 
or incur large expense. All that we need is earnest interest in the 
subject, codperation, organization, readiness to work.’’ 


After this conference, the Committee on After Care of the 
Insane, which in 1908 became the Committee on Prevention 
and After Care, began to work on the rehabilitation of 
patients leaving mental hospitals. In 1906 a program which 
included the services of a social worker to work with the 
social problems of such patients was begun at Manhattan 
State Hospital. In 1910, this committee changed its name 
to the Committee on Mental Hygiene of the State Charities 
Aid Association, and since that time it has continued to be a 
committee of a citizens’ organization concerned with the 
development of resources for the treatment of any person in 
the state who is in need of care for a mental or emotional 
handicap. 

This committee has excellent precedent for the further 
development of citizen interest and responsibility, and 
through the State Charities Aid Association visitors to insti- 
tutions, has one method for achieving the goal of bringing 
the hospital and the community closer together. However, 
this committee does not believe that the appointment of 
visitors and the filing of their reports is sufficient. We should 
like to see the development of organized citizen groups in 
every county of the state whose over-all interest is in the 
promotion of mental health, but who have, as one special 
concern within a broader focus, the care of patients in mental 
hospitals. From such local groups the visitors to the insti- 
tutions could be appointed, if there were a more formalized 
relationship than now exists between the local mental-hygiene 
societies and the Mental Hygiene Committee of the State 
Charities Aid Association. The advantages of having 
citizens who are serving as visitors to institutions in any com- 
munity belong to a local group interested in the problems, 
seem obvious. 

There are undoubtedly a variety of ways in which local 
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groups interested in mental health can be organized and 
related to state-wide groups. In New York State there are a 
few independent county mental-hygiene societies, and a few 
mental-hygiene committees of other health and welfare organi- 
zations, but most counties in the state have no organization 
through which the citizen may learn about the problems and 
programs in the field, and through which citizen action may 
be channeled. Since this is the situation in New York State, 
the most wealthy and highly organized state in the country, 
what is the situation elsewhere? 

The Directory of Psychiatric Clinics in the United States, 
published by The National Committee for Mental Hygiene 
in 1948, lists thirty-three state mental societies. Of these, 
only sixteen have at least one full-time paid staff member. 
There are, in addition, six local mental-health organizations 
which have full-time paid staff, and an unknown number of 
local organizations that receive some staff service from 
other organizations. When this situation is examined in 
relation to the money spent for citizen organizations in other 
types of illness, the disproportion becomes very clear. We are 
all familiar with the fact that 40 per cent of all hospital beds 
in the country are used for the care of persons with mental 
handicaps, yet we have not achieved sufficient citizen mobiliza- 
tion to have more than twenty-two local and state organiza- 
tions whose primary concern is mental health that can afford 
to have paid staff to carry on their work. The two national 
organizations in the field of mental health are likewise limited 
in the scope and effectiveness of their programs because of 
budgetary limitations. 

Most of the discussion in this paper has been limited to 
citizen responsibility in relation to the mental hospital because 
it is so specific a field of activity and one in which citizen 
interest and participation can readily be expanded. It must 
be stated, however, that citizen responsibility, like a com- 
plete program of care and treatment for the mentally handi- 
sapped, cannot be limited to but one phase of treatment. 
Persons suffering from mental and emotional problems who 
receive early and adequate help may never require hospital 
care; help in the community for patients who leave hospitals 
means that more patients can stay in the community longer. 
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Thus we can see that interest in programs of adequate treat- 
ment for the mentally handicapped begins and ends in the 
community, and the more closely the hospital functions in 
relation to the community, the better its care of patients. 


In summary, I should like to stress the following points: 

The mental health of all persons in the community 
is a community problem in which citizens bear the full 
responsibility for the adequacy of resources to meet the 
needs. 

Citizens’ participation in programs of care and treat- 
ment of the mentally handicapped is helpful in the 
development of more adequate programs of care, both 
through the contribution they may make in a therapeutic 
program and through the greater knowledge of problems 
and needs that such experience provides. 

Citizens should have organized channels for the expres- 
sion of their interest in the prevention and care of mental 
and emotional handicaps if they are to be intelligently 
effective in the development of resources and the improve- 
ment of services to the mentally ill. 

In order to bring into being more organized citizen 
groups interested in mental health, leadership from those 
who are now concerned with the problems must be vigor- 
ous, and ways must be found to finance staff services to 
groups on all levels, local, state, and national. The prob- 

lems in this field require attention in the local community, 
by the state, and by the national organizations, and only 
by active and continuous citizen participation in each 
area can we hope to see the development of resources 
that will meet the mental-health needs of all persons in 
this country. 
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Department of Education, New York City 


HE revised New York State Education Law, which became 

effective April 19, 1945, placed responsibility upon the divi- 
sion of vocational rehabilitation for vocationally serving the 
neuropsychiatric or emotionally disturbed persons. From an 
administrative viewpoint, the division needed to formulate a 
suitable policy and program for the reception, servicing, and 
vocational adjustment of persons suffering primarily from 
psychiatric conditions, 

Before entering into a discussion of our particular experi- 
ence with the mentally ill, we might briefly survey the reality 
situation in which it was intended that our service should 
become operative. World War II dramatically focused public 
attention on the incidence of mental illness in our country. 
Statistical findings have already become legend ccncerning 
the unexpectedly large number of individuals rejected for mil- 
itary duty by selective service, or discharged from the armed 
forces by reason of mental illness. The mathematical figures 
not only give some indication of the severity of the problem, 
as manifested by veterans and soldier candidates, but, by 
inference, suggest that a substantial number of the civilian 
population, as well, suffer from some emotional disorder. 

It has elsewhere been demonstrated that more than half of 
the patients who visit doctors for physical ailments have been 
found to have an emotional basis for their condition. Existing 
medical facilities are able to offer treatment only to a select 
number of patients, despite the fact that the stresses and 
strains of modern urban living are inevitably adding to the 


* Presented at a state-wide conference of the Division of Vocational Rehabilita- 
tion, New York State Education Department, Elmira, New York, October 29, 1947. 
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already large numbers of persons who suffer from emotional 
conditions and require psychiatric aid. The post-war period 
still evidences a surplus of untreated individuals whose emo- 
tional condition interferes with adequate social and work 
adjustment. Professional persons and community agencies 
can give first-hand testimony as to the severity of the problem, 
and the need for community mobilization to correct the vexing 
situation. 

Undeniably, an integrated community-agency program is 
needed properly to alleviate the situation. Ideally, a program 
of this kind envisions, first, the availability of competent medi- 
cal-psychiatric installations to diagnose and treat the emo- 
tional condition. Second, a work-therapy facility, to bridge 
the gap between the medical and employment phases, is clearly 
warranted. Here, an opportunity would be provided for the 
patient to develop confidence, secure a work tryout under she!- 
tered auspices, and lay the groundwork for a vocational plan 
upon which he would subsequently embark under professional 
guidance. Social service at this point could aid the patient to 
adjust in areas other than vocational, should such service be 
required. The vocational-rehabilitation counselor would be 
directly concerned with the patient at the point when the latter 
is completing medical treatment and appears ready to move 
ahead. 

In the course of our preliminary exploration and research 
with the psychiatric profession, it was clearly established that 
a need existed on the part of the practicing psychiatrist for 
the codperation of a professional vocational agency to direct 
the nervous person to suitable employment. The therapeutic 
outcomes of vocational adjustment were deemed to be salient 
in the total rehabilitation of the patient. From the viewpoint 
of mental hygiene, the heightening of a sense of self-worth in 
the individual, on becoming independent through employment, 
has meaning and significance beyond mere vocational adjust- 
ment. A better adjustment in all functioning areas may be 
anticipated. 

The division’s participation in such a project is without 
doubt a pioneering effort, requiring careful planning before 
it can be implemented on an operations level. <A long-existing 
vacuum in the chain of community-agency service to the neuro- 
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psychiatric would be filled by the codrdination of medical and 
vocational-rehabilitation agencies. The patient would receive 
a continuity of service until he is ultimately adjusted in 
employment. 

The peculiar fitness of the division for undertaking this new 
function is apparent to all who are familiar with what it has 
already accomplished in behalf of the physically disabled. 
Through years of experience and continued staff growth, the 
division has endeavored to improve its skills in providing as 
competent a rehabilitation service as is possible. We have 
needed constantly to develop a body of knowledge relating to 
the world of work and its opportunities. We have closely fol- 
lowed the changing job market and related it to our vocational- 
training programs. We have become acquainted with numer- 
ous employers and personnel managers, and have learned to 
seek for suitable job openings wherever they may be found. 
We have established a diversity of relationships with social 
and medical agencies, and elicited their cooperation in further- 
ing our work. Only by the possession of such facts and figures 
acquired in the ‘‘know how’”’ process, have we been able to give 
validity and meaning to our vocational-rehabilitation function. 

Our new focus, however, required a thinking through of our 
past experiences with physically handicapped persons, in 
terms of applying our established services—as well as creating 
new ones—to the new kind of disabled person we were pre- 
paring to serve. We knew that the physically handicapped 
exhibited considerable variability in regard to emotional 
behavior and adjustment. On an individual basis, each person 
was serviced vocationally in relation to his particular needs 
and with due consideration of his total personality. Now we 
needed to deal with the individual primarily from the view- 
point of a psychiatric condition. 

It was recognized that the neuropsychiatric deviate from the 
so-called normally adjusted only in degree of emotional reac- 
tion instead of constituting a separate segment of humanity. 
However, in order to give the staff a fuller understanding of 
emotional maladjustment from the psychiatric viewpoint, and 
recognizing staff education as the first logical step in our new 
program, Mr. Elton, chief district supervisor of the division, 
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conferred with Dr. Bellinger, Director of Brooklyn State 
Hospital. 

A series of clinical lectures was organized and presented 
to the staff, enabling it to become acquainted with the various 
clinical types commonly found in mental institutions. Here 
we observed diverse psychotic patients and understood the 
implications of their condition, with particular reference to 
vocational possibilities. In addition, we learned a good deal 
about the psychoneurotic group, including those conditions 
that ordinarily do not require institutionalization. This was 
further supplemented by additional psychiatric lectures 
arranged through the courtesy of Dr. Millet, Chief Consultant 
Psychiatrist of the American Rehabilitation Committee. The 
staff thus obtained an orientation and an appreciation of vari- 
ous conditions it would be likely to encounter in clients who 
would shortly appear for vocational service. 

Prior to initiating service, and under Mr. Elton’s direction, 
certain staff members surveyed the extent of community- 
agency service to the mentally ill. Conferences were com- 
pleted with several social-service and medical agencies and an 
understanding of their function in relation to the problem was 
achieved, with the end in view of perhaps working with them 
on a cooperative basis. Related educative material was also 
analyzed and noted for future reference. Mr. Elton made 
available to the staff information derived from conferences 
with the American Psychiatrie Association, The National 
Committee for Mental Hygiene, and many other agencies. 
This preliminary research proved to be extremely helpful and 
the impact of cases subsequently referred found the staff well- 
prepared to offer service on a sound case-work basis. 

Having elaborated at some length on the preliminary con- 
siderations underlying the development of a program of 
services to the neuropsychiatric, we shall now proceed to dis- 
cuss these services directly. 

I. Psychiatric Consultation Service—We correctly antici- 
pated that we should receive applications from persons suffer- 
ing from emotional conditions who formerly had been known 
to a psychiatric agency, but were not now under treatment, as 
well as from those who had never before consulted a psychia- 
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trist. How might we differentiate between those who could 
successfully use our services and those whose prime need was 
psychiatric treatment? The following cases indicate the 
problem: 
Case 1.—Frances, a young unmarried woman, aged twenty-five, weigh- 
ing two hundred and fifty pounds, scught our service, hoping that the 
division could successfully resolve her life’s problems. Although she had 
been employed in civil service for over five years as a typist, she showed 
excessive anxiety about her job security, even while acknowledging that 
her job performance was adequate and that she had permanent civil- 
service tenure. She had been unable to maintain a diet regimen and had 
stopped seeing her doctor. She now felt that there was an emotional basis 
for her problem and sought psychiatric aid and perhaps job training for 
upgrading purposes. She had never before seen a psychiatrist. 
Case 2.—Edward, aged twenty-two, had a loud voice and a severe 
stutter. He had been referred by the state employment service where 
he had proved to be a disturbing factor. Although he had been placed 
several times as a messenger, he was unable to persevere in employment 
beyond a few days. He would return time and time again to the state 
employment service, demanding placement in a position for which he 
obviously was not qualified. In the course of our interview, we learned 
that he had dropped out of trade school after a year of failing work. 
A summary of psychological tests, made available to us from another 
agency, revealed that he had below-average intelligence and showed evi- 
dence of severe emotional blocking. He apparently possessed no insight 
into his condition nor could he evaluate properly the reason for his past 
work maladjustment. He had never consulted a psychiatrist. 


These cases clearly illustrate the need for establishing psy- 
chiatric suitability for vocational-rehabilitation service. We 
had to think in terms of setting up psychiatric facilities for 
consultation purposes that would be readily available and 
centrally located. Mr. Elton surmounted this difficulty by 
securing the psychiatric services of Dr. Bellinger, of Brooklyn 
State Hospital, who willingly made his staff psychiatrists 
available to the division. We have much reason to be grateful 
also to Dr. Duncan Whitehead, Assistant Director of Brooklyn 
State Hospital, who served us well in screening our applicants. 
Our vocational focus and orientation are thoroughly under- 
stood by Dr. Whitehead, and his reports to us have been prac- 
tical and down-to-earth. Proceeding upon his recommenda- 
tions, we have avoided the pitfalls we would otherwise have 
encountered. 

In addition to Brooklyn State Hospital, we have a panel of 
psychiatrists made available by Dr. Millet and the American 
Rehabilitation Committee, who serve us on a fee basis. The 
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panel has been carefuily instructed as to the nature of our 
work and is prepared to render a competent report. As con- 
sultants for the American Rehabilitation Committee, this 
panel renders free service for persons who are being consid- 
ered for enrollment at the rehabilitation center. Both psychi- 
atric facilities are prepared to inform us very concretely as to 
the applicant’s diagnosis and the implications of the diag- 
nosis; the degree of employability and suitability for voca- 
tional training; and lastly, whether or not psychotherapy is 
recommended. The matter of psychiatric treatment will be 
discussed subsequently under physical-restoration services. 
Having clarified the matter of psychiatric suitability for 
service, we are prepared to proceed with our vocational plan- 
ning, or to terminate our relationship and refer the applicant 
elsewhere to the proper service agency. 

To return to our discussion of cases 1 and 2, our psychiatric 
consultant informed us that Frances was employabie, but 
marginally so. She could best be helped by prolonged and 
intensive psychotherapy, rather than by any service this divi- 
sion could make available to her. We were able to refer her 
directly to a medical-treatment agency. Our consultant deter- 
mined that Edward was also unemployable and in need of 
lengthy psychiatric treatment and could not profit from speech 
therapy as such. He, too, was referred to a hospital for 
treatment. 

Another group of applicants have been referred by psychia- 
trists functioning in clinical or private practice. Here we need 
to deal directly with the psychiatrist to clarify the matter of 
psychiatric suitability for service. In the event that the doctor 
does not correctly understand our function, an opportunity 
is provided for us to clarify the situation directly with him, 
and in doing so, we must be conscious of the public-relations 
aspect of our position. This will insure thorough codperation 
on the case and a continuity of contact in the best interests of 
the patient. 

Some psychiatrists will forward a report that elaborates at 
great length on the patient’s symptomatology and the psychia- 
tric processes leading to the development of insight and emo- 
tional ventilation, instead of providing material that will be 
helpful in vocational planning. At the other extreme, we find 
some medical reports merely giving a diagnosis and recom- 
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mending that the patient be directed to work. We need to gain 
an understanding of the patient from the psychiatric view- 
point to understand the dynamics of his behavior in relation- 
ship to a work situation, as well as his employment prognosis. 

A telephone call or a personal visit to the psychiatrist will, 
in most instances, help us to interpret our agency’s function 
so that we may obtain the information we find most helpful 
and may discuss the vocational possibilities for the patient. 
Our expressed willingness to work with the psychiatrist in 
vocationally assisting the patient, and thereby gaining his 
cooperation, will go a long way toward achieving a successful 
rehabilitation. While we proceed with our vocational plan- 
ning, we may keep the psychiatrist informed as to case move- 
ment. We may feel free to call upon the doctor to resolve any 
emotional difficulties that might conceivably interfere with 
vocational adjustment. 

On rare occasions a psychiatrist may advise us to proceed 
with vocational plans when a patient has not been amenable to 
psychiatric treatment and certain emotional symptoms of a 
serious nature persist. The following is a case of this kind. 

Case $.—Jean is an attractive woman, aged thirty-eight, with a hearing 
impairment. She is separated from her husband. She sought our aid in 
developing vocational plans which change from interview to interview. 
Her work history reveals intermittent employment as clerk, model, and 
statistician. There have been lengthy periods of unemployment. She has 
seen several psychiatrists in the past ten years, and is at present receiving 
psychiatric treatment. Her relatives have for the most part supported her 
and are continuing to do so. The counselor observes that she fluctuates 
in mood, from tears at one time to elation at another. She wants to work, 
so that she may remain occupied. She refuses direct placement or work 


therapy, but insists on typewriting training because she wants to do 
creative writing eventually and feels that typing will be a useful tool. 


This kind of situation needs to be carefully weighed, with 
due consideration of all the factors, to determine whether our 
agency can be of real help and whether our client’s needs are 
truly vocational. The counselor reviewed the situation subse- 
quently in a personal conference with the psychiatrist. Dr. 
‘*X’’ now believes that Jean can best profit from an interim 
of institutionalization and is attempting to complete arrange- 
ment toward this end. 


II. Counseling and Planning Services—Much has been 
written elsewhere about effective counseling techniques with 
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the nervous person. Probably our most substantial body of 
experience has been derived from clinical, psychological, and 
psychiatric social-work fields. We know that the counselor- 
counselee relationship is a permissive one and that successful 
case movement becomes possible only so long as it remains 
such. This means that we can help the applicant only to the 
extent that he desires our help and is willing to accept our 
counsel and other services. We cannot, in the final analysis, 
‘*force’’ him to avail himself of our services. The problem 
cited here is not unusual and will repeat itself in various 
forms. 

Case 4.—George had been referred by an orthopedic hospital where no 
physical basis had been found for his arthritic pains. The hospital sug- 
gested that the pains were of psychogenic origin and referred him to us 
for psychiatric exploration. After this had been explained to him and 
services had been made available, George laughed and stated: ‘‘No, sir, 
I’m not a ‘psycho.’ I never believed in it and I’m not going to start 
now.’’ 


Here we see that the applicant is unpredictable and service 
cannot be initiated or be effective unless he chooses to utilize it. 
Needless to say, the counselor must always be sympathetic 


and non-judicial. He must tolerate and accept the applicant 
regardless of his behavior and symptomatology. Yet the inter- 
view must be discreetly directed so that the interviews are 
purposive. The counselor at no time assumes the psychiatric 
prerogative. Very frequently, several interviews are required 
before vocational planning is evolved, in direct contrast to our 
interviews with the physically handicapped. Problems con- 
cerning housing, financial need, and family relationships may 
arise, and the counselor may enlist the codperation of social- 
service agencies in resolving them. Occasionally, we encoun- 
ter the time-wasting applicant who will see us over an 
extended period to recount his difficulties, but will never 
organize himself sufficiently to carry out a plan of action. 

The most important purpose of vocational counseling is to 
evolve a realistic vocational objective with due consideration 
of the applicant’s interests and abilities, as well as employ- 
ment possibilities. The vocational objective will serve as a 
basis for additionally contemplated service. Without a voca- 
tional objective, the counselor will be giving service after 
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service without aim or purpose. To illustrate, we cite the 
following case: 


Case 5.—Helen is an attractive and intelligent unmarried woman, aged 
twenty-six, who is being supported by her parents. She decided to give up 
college after attending for two years, as she had become anxious, insecure, 
and withdrawn. For several months, she worked in a nursery school and 
community center as an arts-and-crafts worker and then resigned as she 
became fearful of criticism. Helen undertook psychoanalytical treat- 
ment for eight months, but was unable to continue as her parents had 
become reluctant to provide funds. She asked this agency to sponsor 
psychiatric treatment to its conclusion. Her psychiatrist advised that 
she had a neurosis and that at least another year’s treatment was indi- 
cated. Helen, on interview, is logical, well-oriented, and has excellent 
insight. She is completely uninterested in employment nor does she 
indicate any desire to plan vocationally. She sees herself as returning 
to college and studying fine arts, upon completing treatment. She rejects 
any vocational service and only wants us to pay for psychiatric treat- 
ments. Her parents will financially provide for her future. 


Were we to provide psychiatric service for Helen, in accord- 
ance with her request, we should be completely overlooking its 
relationship to vocational considerations. . 

Vocational counseling of the neuropsychiatric person must 
take cognizance of the applicant’s vocational interests and 
ambitions. Such interests may be masked initially, but merit 
serious consideration in a vocational appraisal of the client. 
This is not to say that we are to be unrealistic in selecting the 
vocational objective. All factors must be considered. The 
selection of a vocational objective that is related to a client’s 
interest, particularly in the case of the emotionally disturbed, 
may be salient in our aim of achieving an optimum vocational 
adjustment. I think that the case of Sam is a good example 
of what I have in mind. 

Case 6—Sam is a Negro, aged forty, who had been employed as a 
janitor for many years. He was raised in the British West Indies and 
had come from a well-to-do home of high standards and solid middle-class 
respectability. He had completed two years of college and had worked 
as newspaper editor, insurance broker, and property manager. In recent 
years, because of his neurotic make-up, for which he was now receiving 
treatment, he had drifted to more menial work which he found distasteful, 
negating his high aspirations and standards. In our preliminary inter- 
views, he rejected all types of skilled manual work and spoke of his desire 
to get back into work compatible with his standards. The counselor 
secured a property manager’s aid position for him in a public-housing 
project and sponsored concurrent property-manager training at a local 
college. Sam has passed his civil-sevice test and is now successfully 
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employed. His personnel manager speaks very highly of his work, and 
Sam has felt the need to express his appreciation to us many, many 
times over. 


Ambition, on the part of the neurotic client, may have other 
meanings, too. High aspirations must always be carefully 
evaluated in terms of the total personality and emotional con- 
dition. Frequently, ambition may indicate an unwillingness 
to make an adjustment and hence calls for the services of a 
skilled therapist. Vocational service, if any, may have a 
doubtful outcome. 

Case 7.—Ramon, aged twenty-four, is an intense and persistent indi- 
vidual. He haunts the counselor with his requests for skilled vocational 
training along mechanical lines. He has shopped around for help from 
many agencies and speaks openly of how unfair every one is to him. 
Ramon dropped out of first-year high school to go to work and amass a 
fortune. He has been disappointed. He worked in many jobs, but always 
resigned as he came to believe that there was no opportunity for advance- 
ment. In his twentieth year, he spent six months in a mental hospital 
where a diagnosis of schizophrenia was made. Aptitude tests indicated 
a good prognosis for skilled mechanical training. Psychiatric consulta- 
tion revealed border-line adjustment, uncompromising personality, and 
doubtful vocational outcome. The counselor arranged for an interim of 
work therapy as well as a work tryout, which Ramen failed to complete. 

He disappeared for a while and we subsequently learned from a relative 
that he had been committed to a state hospital with a guarded prognosis. 


The counselor encounters many perplexing problems and 
must lean heavily on his arts and skills in servicing the emo- 
tionally disturbed. He is dependent on psychiatric consulta- 
tion to understand the emotional status of the applicant. The 
vicissitudes of our emotions, being what they are, impose a 
difficult task on the professional counselor in steering a safe 
course in seas that are none too well charted. 

III. Physical-Restoration Services. — Having helped the 
applicant focus on a suitable vocational objective, we now must 
give consideration to the need for certain physical-restoration 
services in selected cases. The purpose of these services is to 
attenuate the symptomatology, so that the client may achieve 
optimum functioning in the work that he has selected. 

A. Psychiatric Treatment.—One of the most interesting 
questions this division has encountered relates to the matter 
of psychiatric treatment. Lacking adequate treatment facili- 
ties in the community, many agencies have referred persons 
to us for psychiatric treatment as such, as they understand 
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that the division may make this service available under certain 
conditions. I believe that we must state quite forthrightly 
that we are not a medical-rehabilitation agency. Our focus is 
primarily vocational, and psychiatric treatment is an ancillary 
service which cannot be divorced from our vocational function 
or considered as an end in itself. By statute, we are limited 
to servicing those handicapped persons who have a good prog- 
nosis of employability within a reasonable period of time. 

We must necessarily lean upon our psychiatric consultant 
and secure his recommendation as to the need for psychiatric 
treatment, which we receive as part of his report. We must 
know whether short-term or prolonged treatment is indicated. 
In either case, we assume, of course, that the client is employ- 
able. In the event that prolonged treatment is recommended, 
we must secure the codperation of a hospital or a clinic in pro- 
viding psychotherapy. Perhaps the client has funds to pro- 
vide for his own treatment. We have developed a relationship 
with many public and private hospital psychiatric clinics in 
the course of our program, and for the most part we have 
found them to be codperative in making this service available. 
This has been particularly true of those hospitals that have 
initiated reference of patients for vocational service. Certain 
social-service agencies have on a selected basis made the 
services of their psychiatrists available to our clients from 
time to time. 

In lieu of other resources, the division is prepared to pro- 
vide psychiatric treatment on a short-term basis, providing 
we understand just how many treatments are required and feel 
reasonably certain that their outcome will be successful. We 
have, however, except for one instance, been successful in 
securing psychiatric treatment through codperating agencies, 
public or private. 

B. Work Therapy.—How can we best restore the work func- 
tion of the applicant who has been discharged from a mental 
hospital and is fearful and lacking in confidence, unable to face 
the prospect of immediate employment? 

Case 8.—Danny was discharged from a mental hospital six months ago, 
but has been unable to find work, although he has been encouraged to do 
so by his convalescent-care psychiatrist as well as by his family. Danny 
tells the counselor that he is not sure of himself and is afraid that he 
could not do his work well despite the fact that he is experienced in his 
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chosen objective (shipping clerk). The counselor introduces the matter 
of work therapy in a supervised workshop, which Danny readily accepts, 
feeling that ‘‘I can then get on my feet.’’ 


The concept of a supervised workshop to provide work 
therapy, as a bridge between medical and vocational rehabili- 
tation, has existed for a long time, but has found expression, 
unfortunately, only to a limited degree. We, in the city of New 
York, have reason to be grateful to the American Rehabilita- 
tion Committee who operates the Rehabilitation Center for the 
Disabled. This facility has offered its splendid codperation 
to the state for many years in behalf of the physically 
handicapped. 

The Rehabilitation Center offers a number of supervised 
workshops and has frequently demonstrated its versatility in 
modifying its organization or in installing new work activities 
to meet the needs of particular clients. Most recently, it has 
installed a panel of consulting psychiatrists to evaluate the 
neuropsychiatric client at the time of admission and to note his 
progress and development at the Rehabilitation Center. The 
division’s counselor is enabled to participate in the psychiatric 
conferences and may clarify any questions or reservations he 
may have about the client. Danny, discussed as Case 8, will be 
observed by the psychiatrist and his adjustment and readiness 
to enter competitive employment will be noted. Danny will 
receive sympathetic supervision and will develop stability and 
confidence while performing tasks related to his shipping-clerk 
objective in a sheltered milieu. 

We frequently would like to determine, by means of an 
actual work tryout, a client’s stability and adaptability to a 
particular skilled task before we proceed to enter him in 
formal training. This would obviate useless expenditure of 
funds and preclude the sense of failure engendered in the 
client when a particular training is discontinued. This pro- 
cedure would have particular value and merit for the nervous 
person. 

Case 9.—Pauline, aged twenty-five, because of family need, had never 
acquired much formal education. She had dropped out of first-year high 
school and had worked unhappily for many years as a factory assembler. 

She had many intellectual interests on an avocational level. She developed 


neurotic symptoms which effectively made her unemployable for one year 
preceding reference of her case to the division. She received psychiatric 
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attention and improved considerably under treatment. Aptitude tests 
showed a favorable work prognosis for clerical endeavors in which she was 
primarily interested. An interim of work therapy in clerical areas at the 
Rehabilitation Center demonstrated her adaptability and her eagerness 
for such training. She found out, through actual experience and accom- 
plishment, that she possessed clerical abilities. She is now successfully 
completing training in billing-machine and comptometry work. 


Brief mention might be made at this point of other physical- 
restoration facilities that we do not have occasion to use too 
frequently, but that are available should the need for them 
arise. I am referring to speech therapy for speech disorders, 
which can be secured at the National Hospital for Speech 
Disorders. Also certain aphasie conditions due to cerebral 
lesions, which necessitate speech reéducation, may be suc- 
cessfully treated at New York University, should such service 
be related to a vocational-training plan. 

IV. Vocational Training Services—We have made voca- 
tional training available to the neuropsychiatric much as we 
had previously done for the physically handicapped. Voca- 
tional training has been helpful to individuals whose emo- 
tional difficulties have grown out of situational maladjustment 
with particular reference to employment. Several clients with 
psychosomatic complaints, referable to gastric, cardiac, and 
sensory disorders, have shown good improvement under psy- 
chiatric care, combined with vocational training in areas of 
greatest personal interest. 

Case 10.—Ellen, a divorced woman, aged thirty-six, was an unhappy 
person when she first saw the counselor. Her psychiatrist felt that her 
secretarial work aggravated a colitis condition that she had acquired 
and that was deemed to be of psychogenic origin. Ellen had responded 
to treatment and now faced the problem of training for a vocational 
objective that would be more appropriate to her college background and 
her interest in people. She was counseled to enter occupational-therapy 
training and after several months of attendance, writes to tell us that her 
symptoms have practically disappeared and that for the first time in 
years she knows what it means to be truly happy. 


Perhaps we have one additional point to add in regard to 
vocational-training services. As a result of our case discus- 
sions with psychiatric consultants, placement training, rather 
than school training, is deemed to be more desirable for many 
nervous applicants. Such people find it difficult to adjust to 
new faces and new work situations. A job placement that 
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offers training possibilities calls for one less adjustment 
effort. Our staff is now proceeding to develop employer con- 
tacts with this purpose in mind. 

V. Placement Services.—The maximum service that may be 
rendered to certain nervous persons is to aid them to secure 
appropriate employment. However trainable a client may 
appear to be, in the final analysis we must be governed by the 
psychiatrist’s recommendations. The problem, of course, is 
not a simple one. In the process of our vocational counseling, 
we must weigh all factors and then project a sound vocational 
plan. 

The highly qualified client, following recovery from a psy- 
chosis, is not always immediately placeable in a position com- 
patible with her capabilities. She may need to develop confi- 
dence and stability in a less challenging position for a while. 

Case 11.—Jessie, aged twenty-four, was referred for suitable placement 
by a mental hospital in which she had been confined for a manic psycho- 
sis. Jessie is very keen mentally and a charming person. Prior to hos- 
pitalization, she had been a professional social worker and had completed 
professional training with superior grades. However, she was fearful 
and anxious when she first saw the counselor. She had just been dismissed 
from a simple file-clerk job because her irritable employer had upset her. 
The counselor placed her as a records clerk with a very sympathetic 
employer. Jessie would telephone from time to time telling how happy 
she was, and the many friends she had made. Eight months later, the 
counselor learned that Jessie had returned to the social-work field as a 
professional case-worker. 


In attempting to place the neuropsychiatric, the counselor 
encounters many unfavorable community and employer atti- 
tudes. Employers hesitate to employ the mentally disturbed. 
They conjure up visions of raving and bloodthirsty maniacs. 
Community reéducation on a nation-wide basis is being 
achieved, however, as each counselor, regardless of his loca- 
tion, successfully places the nervous person on the basis of the 
latter’s ability and suitability for a particular job assignment. 

In retrospect, I want to admit that we have in no sense 
achieved an optimum modus operandi, This is not the case at 
all. But it is possible to say that the division, for the most 
part, is successfully restoring to employment a significant 
number of emotionally disturbed clients who have been 
exposed to its services. Public funds are being disbursed on a 
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sound basis in behalf of selected applicants. Our successfully 
rehabilitated cases bespeak the validity of our new program 
as a part of total community service. The ‘‘experimental’’ 
phase has been successfully accomplished, and we are now 
extending our services to a growing number of agencies on a 
planned basis. We are servicing Brooklyn State Hospital’s 
discharged patients in a special program and anticipate a sim- 
ilar arrangement with Central Islip State Hospital. Voca- 
tional-rehabilitation service to the neuropsychatric has become 
mature and can solidly take its place on an equal basis with 
our established service to the physically handicapped. 








BRIEF PSYCHOTHERAPY—A HOSPI- 
TAL PROGRAM WITH PARTICIPA- 
TION OF THE SOCIAL WORKER * 


WERNER SIMON, M.D. 
AND 
MYRON R. CHEVLIN 
Veterans Administration Hospital, St. Cloud, Minnesota 


SYCHOTHERAPY employs the ‘‘face-to-face situation’’ 

in an effort to change the attitudes and behavior of persons 
who are maladjusted. The personal contact in the therapist- 
patient relationship is utilized to bring about better adjust- 
ment to difficult life situations. Various techniques have been 
employed in the use of this method of treatment of the mind. 
Four groups, advocating different avenues of approach, may 
be distinguished : 

1. The Direct Approach—Adolf Meyer, the father of 
American psychiatry, practiced this form of psychotherapy 
and called it ‘‘distributive analysis.’’ By means of across-the- 
table discussions, the patient is led to an evaluation of his ill- 
ness based on a historical review of his life. His illness is 
explained to him in understandable terms, and his personality 
assets and liabilities, as well as the situational dynamic fac- 
tors, are pointed out to him. The therapist takes the lead and 
directs the discussion, interpreting the patient’s symptoms on 
a psychobiologic basis. The patient is methodically and sys- 
tematically guided, and the problems encountered are used in 
direct discussions in an attempt to objectify attitudes and 
reactions. 

2. The Non-directive Approach.—The well-known psychol- 
ogist, Carl Rogers, teaches this method of psychotherapy. He 
believes that human behavior cannot be changed effectively by 
explanations and intellectual interpretations. His goal is 
growth of the patient toward greater independence, enabling 
him to cope with the immediate and later problems in a more 


* Published with the permission of the Veterans Administration Branch Office 
No. 8, which assumes no responsibility for the opinions expressed or the 
conclusions drawn by the authors. 
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responsible, better organized and integrated fashion. In his 
therapy he stresses the patient’s feelings and emotions in 
preference to an intellectual approach. His method consists 
of encouraging free expression of feelings about problems, 
with the understanding that the therapist does not have the 
answers, but that the therapeutic situation provides oppor- 
tunity for the patient to work out his own selections. The 
therapist does not interpret the cause of feelings of hostility, 
inadequacy, or ambivalence, but accepts them, to encourage 
further free expression. Insight and _ self-understanding 
develop spontaneously and enable the patient to grow to new 
levels of integration with increased self-confidence and less 
fear and dependence. 

3. Psychoanalysis——We are deeply indebted to Freud for 
his concept of the Unconscious and his investigations of men- 
tal mechanisms. The psychoanalytic method of treatment 
utilizes his concepts and, by means of free association, 
attempts to reduce unconscious sources of tension. To accom- 
plish this purpose, the original emotional infantile situation, 
inadequately solved in childhood, is reproduced in the trans- 
ference neurosis and, through the development of insight and 
interpretations, opportunity is given the patient for a new 
solution of his old problem. This results in a redistribution 
of energy, an excessive amount of which was being absorbed 
in the repression of unconscious infantile conflicts; thus more 
energy becomes available for mature and better integrated 
activities. This method is extremely time-consuming and 
expensive and is applicable to relatively few patients. 

4. Brief Psychotherapy.—During the war, short cuts in the 
field of psychotherapy became imperative because of the large 
number of patients and the comparatively few psychiatrists. 
The need was for brief, but effective treatment, in as much as 
time and personnel were not available for repeated prolonged 
individual interviews. For a number of years Drs. Alexander 
and French, of the Chicago Psychoanalytic Institute, recog- 
nizing the impracticability of classical analysis in treating 
large numbers of patients, have experimented with a modified 
form of psychotherapy based on psychoanalytic principles. 
They observed that a quick relief of symptoms frequently 
occurred after relatively few interviews. Formerly this had 
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been attributed to emotional release and reassurance in the 
therapeutic situation and had been given the name ‘‘transfer- 
ence cures,’’ indicating superficial, symptomatic, and tempo- 
rary improvement. However, it was found that many such 
‘transference cures’’ became permanent without elaborate 
ventilation of deep-seated emotional conflicts of childhood. 
This led to increased emphasis on recent emotional conflicts 
without turning to infantile conflicts for an explanation of 
adjustment difficulties. With their thorough knowledge of 
psychopathology, Alexander and French created a modified 
form of psychotherapy by analyzing the dynamics of the 
patient’s immediate problem in comparatively few interviews. 
Their results indicate the success of this procedure. 

It is this last mentioned form of modified brief psychother- 
apy that has been employed in the treatment of patients at the 
Veterans Administration Hospital, St. Cloud, Minnesota. 
Because of the hospitalization of an increasing number of 
patients with psychoneurotic disorders, the need for planned 
and organized psychotherapy was felt keenly, and a hospital 
psychotherapy unit was organized. The unit is based on the 
concept of a clinical team, including psychiatrist, psychologist, 
and psychiatric social worker. The function of such a team 
has been described repeatedly in the current literature and its 
success in the military setting is generally recognized. 

The unit has grown steadily and now comprises five psychi- 
atrists, two psychologists, and a psychiatric social worker. 
Approximately one hundred patients have been treated so far, 
and their response to therapy and improved adjustment out- 
side the hospital testify to the soundness of the therapeutic 
program. 

The members of the unit work as a team in close harmony 
with one another. Newly admitted patients are interviewed 
within forty-eight hours after admission and evaluated as to 
suitability for psychotherapy. A battery of psychological 
examinations, including the Minnesota multiphasic personal- 
ity inventory and the Rorschach, Wechsler-Bellevue, and 
Bender Gestalt tests, reveal the personality structure and 
important conflict material. Dynamic social histories are of 
inestimable value in understanding the patient’s problem. 

Seminars are held once or twice each week, with discussions 





404 MENTAL HYGIENE 


of the underlying psychopathology, the dynamic factors that 
have led to conflict and symptom formation in the individual 
patient presented, as well as an exchange of views on methods 
of approach in the psychotherapeutic setting. The group is in 
constant consultation during the treatment of each patient, 
and the response and progress of the patient are reviewed 
periodically. Upon the discharge of a patient, contact is 
maintained by means of personal correspondence between 
patient and therapist and by objective, independent social- 
service follow-up. 

Modified brief psychotherapy, as practiced in this hospital 
unit, is based on thorough knowledge of psychopathology and 
unconscious motivations. An approach is used that stresses 
primarily the feelings and emotional components that sur- 
round conflicting attitudes or problems of adjustment. The 
immediate emotional situation is evaluated carefully, and 
environmental influences, as well as deeply inherent person- 
ality patterns, are explored by encouraging the patient to talk 
freely of his experiences, attitudes, and feelings. The thera- 
pist assumes the role of a sympathetic, tolerant, and interested 
listener who is endeavoring to help the patient help himself. 

Emotional support is given as needed, but a careful effort 
is made to prevent the patient from becoming overly depend- 
ent by pointing out to him his responsibilities within the 
framework of the procedure. Through supportive encourage- 
ment the patient is led to a more constructive use of his psychic 
attributes and is aided in strengthening his ego and his method 
of reality testing. His need for symptom formation decreases 
as his new orientation to society and to the persons near him 
develops and a better adjustment to life becomes possible. 
The intensity of the emotional relationship is regulated by 
frequency of interviews and by the diversion of the patient’s 
interest into sublimating hospital activities of an occupational 
and a recreational nature. 

Interpretations are used on occasions when it is felt that the 
patient has gained sufficient emotional insight to verbalize 
intellectually about his problem. Premature interpretations 
may produce a severe emotional crisis by giving the patient 
insight before he can tolerate it, thus destroying his neurotic 
defenses without providing adequate substitutes for them. 
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Timely and proper interpretations result in increased verbali- 
zation with an accompanying output of feelings and may prove 
a short cut to deeper insight. However, the therapist should 
be prepared to anticipate any reactions that may result from 
interpretation. 

The entire therapeutic procedure is planned carefully. It is 
better to be prepared for complications that may arise during 
the course of treatment rather than to trust one’s therapeutic 
intuition in dealing with them. The strategy of treatment to 
be attempted with a patient is, therefore, formulated in 
advance. A dynamic formulation is indispensable in each case 
for any planned therapy that anticipates complications in the 
form of emotional disturbances. Realizing that symptomatic 
treatment is treatment by appeasement, we direct our efforts 
toward uncovering buried and repressed material, utilizing 
dynamic factors from the social history, the psychological find- 
ings, and dream material if necessary. To be beneficial, treat- 
ment must uncover the underlying conflict that has caused 
maladjustment. But, in general, complete analyses of Gdipus 
situations, castration complexes, or of oral, anal, or homo- 
sexual conflicts at their source in childhood, have not been 
found to be necessary in our experience. 

The emotionally isolated patient seems to respond in a 
definite pattern during his relationship with the therapist. If 
he feels himself understood, he will include the therapist in his 
emotional experience. No longer will he speak of symptoms, 
but of attitudes and feelings. His distrust of others as threat- 
ening and rejecting vanishes through the example of an 
understanding, sympathetic therapist. Spontaneity of expres- 
sion is followed by increased self-confidence when feelings of 
hostility and resentment are freely expressed. These feelings 
become less frightening in an atmosphere of tolerance and 
understanding. As a result of his newly developed confidence, 
the patient wants to share his feelings with others who have 
proven trustworthy. He begins to participate in social activ- 
ities and no longer is emotionally isolated. He gradually frees 
himself from the therapeutic relationship until it may be dis- 
continued safely. 

In making a decision as to a patient’s suitability for short- 
term therapy, the life history is evaluated carefully, with 
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particular reference to the duration of emotional conflicts. 
Some therapists believe that the indication for brief psycho- 
therapy does not depend on the acuteness or duration of the 
illness, but rather on the depth of the neurotic conflict. Others 
feel that if neurotic behavior began at an early age, the prog- 
nosis is guarded, but if the neurotic reaction was precipitated 
by a recent traumatic event and there is evidence of a rela- 
tively stable personality background, the prognosis is consid- 
ered favorable. In our experience the most important factors 
that determine prognosis are the patient’s desire to be helped, 
his capacity for insight, and his ego strength. The latter is 
judged by previous achievements and ability to adjust under 
severe conditions, such as combat. 

Psychotherapy in a hospital setting has distinct advantages 
over office treatment. Many patients obtain considerable 
relief by coming to a hospital and being removed from dis- 
turbing and conflicting home or work situations. Domestic 
discord and frustrations are diminished in an atmosphere of 
sympathetic understanding in which the patient may express 
his difficulties without fear of retaliation. He may show his 
hostility, his craving for security, his suspicions, or his desire 
to belong to a group, and is permitted to act out his feelings. 
He soon becomes convinced that he is but one of many persons 
with similar emotional adjustment problems. This identi- 
fication minimizes the need of feelings of inadequacy and 
inferiority, isolation, face-saving devices, and projections, 
and creates a favorable background for intensive brief 
psychotherapy. 

Hospitalization in itself is environmental manipulation. 
Life is reduced to simplicity. The patient is under constant 
experienced supervision and observation. He and the thera- 
pist are available at all times for therapeutic interviews. 
These advantages and the active participation of all members 
of the clinical team in the practice of psychotherapy facilitate 
return of the patient to useful adult living with the least pos- 
sible delay. 

It is our belief, borne out by practical experience at St. 
Cloud, that the trained and experienced psychiatric social 
worker can and should participate in a mental-hospital psy- 
chotherapy program. Embarking upon such a course, the 
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worker in no sense abandons his traditional role. As in the 
past, now and in the future he will provide the services that 
always have been unquestionably in his province. The newly 
hospitalized patient, apprehensive, confused, and worried, 
needs orientation to his strange new environment. Commun- 
ity resources may have to be marshaled in behalf of his needy 
family in order that he may be able to face prolonged hos- 
pitalization free from financial worry and consequent negation 
of treatment. Distraught relatives seek an interpretation of 
mental illness, hospital procedure, and types of therapy. The 
medical staff requires dynamically oriented social histories 
conducive to accurate diagnoses. Treatment completed, the 
doctor turns to the social worker for his careful evaluation of 
home conditions before a trial visit or discharge is arranged. 
While on trial visit or after discharge, the convalescing patient 
can call upon the social worker, as can his relatives, for what- 
ever follow-up services best enhance sustained adjustment. In 
no sense do we propose that these traditional functions of the 
hospital psychiatric social worker be abandoned. 

During the war, however, the social worker in service sud- 
denly was called upon to do more. Overwhelming numbers of 
service men with neuropsychiatric disorders confronted exist- 
ing service hospitals and mental-hygiene clinics seriously 
short of trained personnel. The psychiatrists found them- 
selves deluged with administrative responsibilities and time- 
consuming staff supervision. As the war approached its clos- 
ing stages, social workers were placed upon the list of criti- 
cally short specialists. Of necessity, military psychiatrists 
called upon social workers to give therapy. Describing the 
therapeutic techniques utilized by military case-workers, Ber- 
tram Beck’ stated that their participation in psychotherapy 
was supplementary to their traditional function and not a 
substitution for it. 

The cessation of hostilities and the disappearance of uni- 
forms has not been accompanied by any miraculous disappear- 
ance of large numbers of emotionally disturbed service men. 
In civilian clothes, many of them are seeking treatment from 
the Veterans Administration. Their ranks have been increased 


1 See Short Term Therapy in an Authoritative Setting, by Bertram Beck. New 
York: Family Service Association, 1946. 
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by veterans who never were treated for neuropsychiatric con- 
ditions while in service, but for whom the process of readjust- 
ment to civilian life has been disastrous. Veterans hospitals, 
notwithstanding shortages of bed space and personnel, now 
face this war-born problem and must provide active treatment 
for large numbers of these men in the shortest possible time. 

Making maximum use of the trained and experienced psy- 
chologist and social worker, the brief psychotherapy program 
at St. Cloud represents a practical approach to the problem. 
Dr. Alan Challman, Chief of the Neuropsychiatric Section, 
Veterans Administration Branch 8, has stated that the most 
important trend in psychotherapy emerging from the war has 
been the effective use of psychologists and psychiatric social 
workers as psychiatric aids.’ He urges that the lesson learned 
from the effective and extensive war-time use of psychiatric 
aids as therapists be carried over to civilian practice in 
greater degree. 

At St. Cloud the psychiatric social worker is a full-fledged 
member of the psychotherapy team. The manner in which the 
psychotherapy program has functioned since its inception has 
precluded professional rivalry or any rigid limitation of the 
contribution that each member of the clinical team makes 
toward the veteran’s treatment. During the initial phase of 
treatment, the most complete understanding of the patient, his 
symptoms and his conflicts, is obtained by the pooling of 
information secured through the separate and distinct 
approaches that the fields of social work, psychology, and psy- 
chiatry represent. But once the life history has been described, 
the results of the psychological tests evaluated, and the 
patient’s conflicts dynamically interpreted, there is no barring 
of the psychiatric social worker or of the psychologist from 
the role of therapist. When these two members of the clinical 
team give treatment, it is called psychotherapy, not counseling 
when the psychologist is therapist or social treatment when 
the case-worker is therapist. 

Social workers are united in their concerned awareness of 
the post-war medical and social problem posed by the vast 
increase of emotionally ill persons. Fully realizing the impli- 


1See Dr. Challman’s remarks in the symposium, ‘‘What is Ahead in Ortho- 
psychiatry.’’? American Journal of Orthopsychiatry, Vol. 17, January 1947. p. 5. 
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cations of the shortage of psychiatrists, they, no doubt, are 
proud of the confidence in their training and professional per- 
formance that many psychiatrists have expressed. They are 
divided, however, on the question of the propriety of their 
becoming therapists. It has been argued that the social work- 
er’s participation in psychotherapy means desertion of his 
profession, plagued as it is with even greater shortages of 
trained persons than is psychiatry. Serious doubt as to the 
worker’s competence to give therapy has been expressed. The 
question also has arisen whether the social worker’s practice 
of psychotherapy is consistent with the over-all purpose of the 
agency for which he works. 

In our opinion participation in a mental-hospital psycho- 
therapy program represents no violation of agency policy or 
purpose. The acknowledged psychotherapeutic purpose of the 
mental hospital is primary and self-evident. All efforts on the 
part of the hospital staff are directed toward treatment of the 
patient. We do not believe that the social worker abandoas 
his profession in order to give brief psychotherapy. His par- 
ticipation in the psychotherpeutic program is in addition to 
the performance of all his traditional functions. 

The question of the social worker’s competence to give psy- 
chotherapy must be considered in the light of his war-tested 
performance in service hospitals and mental-hygiene clinics. 
His post-war performance in practical treatment programs 
affords an additional basis for judgment. Such programs 
provide the worker with first-hand observation of psychody- 
namics and psychopathology, plus the psychiatrist’s observa- 
tions and dynamic interpretations. Since the goal of a brief- 
psychotherapy program is not classical psychoanalysis, the 
social worker is not invading the sphere of the psychiatrist. 
The patients selected for brief psychotherapy often have con- 
flicts close to the surface, or can be helped by manipulation of 
the environment. 

When treating such patients, the psychiatric social worker 
enters the treatment relationship fully prepared. The results 
of physical examinations are known, as are the psychologist’s 
test findings. The patient’s underlying conflicts have been 
analyzed by the psychiatrist, who recommends the treatment 
technique to be used. In collaboration of this kind with clini- 
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cal team mates, the social worker experienced in case-work and 
interviewing cannot reasonably be called unqualified to assume 
the réle of therapist. 

No arguments favoring social-worker participation in psy- 
chotherapy, however, should emphasize merely the value of 
such participation to the psychiatrist’s need of aids or the 
patient’s need of help. Experience as a psychotherapist is a 
valuable contribution to the professional growth of the social 
worker. It enables him to appreciate more fully the clinical 
importance of the dynamically oriented social history and its 
use as a diagnostic tool. It enhances his understanding of 
psychodynamics and psychopathology, and is reflected in the 
social histories he prepares. The increased insight that he 
develops aids him in the sounder planning of follow-up serv- 
ices aimed toward a more complete rehabilitation of the men- 
tally ill veteran. The social worker’s experience as a therapist 
in a psychotherapy program will be a valuable asset always in 
his practice of social case-work, regardless of the type of social 
agency that employs him. 
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NINA RIDENOUR, Pu.D. 
Director, Division of Education, 
The National Committee for Mental Hygiene 


HIS is the story of the conception and birth of a lusty 
infant—the World Federation for Mental Health—which 
is now in its neo-natal period. 

The chief progenitor of this infant was the International 
Committee for Mental Hygiene, incorporated in January, 
1931, after the First International Congress on Mental 
Hygiene, which was held in Washington, D. C., in May, 1930. 
The committee organized the Second International Congress 
in Paris in the summer of 1937 and discussed holding a third, 
at a time ‘‘not too far away,’’ in Brazil. There was no staff 
and no continuing function between meetings. Meanwhile, 
the war prevented all international activities. 

Soon after V-E Day,’however, the European Committee for 
Mental Hygiene, a division of the International Committee, 
began urging the mental-health groups of Britain to hold a 
congress in London at which European professional people 
could meet to resume contacts and interchange of ideas. Later, 
the leaders in Rio de Janeiro graciously relinquished. their 
claims to the third congress, and in 1947 the International 
Committee was reactivated to work with the National Men- 
tal Health Association of Great Britain toward holding the 
congress in London in August, 1948. 

During May, 1947—while Brock Chisholm, M.D., then 
Executive Secretary of the Interim Commission of the World 
Health Organization, and John R. Rees, M.D., of the Tavistock 
Clinic, London, formerly Chief Psychiatrie Consultant to the 
British Army, were in the United States—discussions among 
the two visitors and officers of the National and Interna- 
tional Committees for Mental Hygiene clarified the need for 


* Based upon a paper presented at the Thirty-ninth Annual Meeting of The 
National Committee for Mental Hygiene, New York City, November 3, 1948. 
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an active, permanent, voluntary, international organization to 
work with the World Health Organization and some of the 
United Nations agencies in the mental-health field. Frank 
Fremont-Smith, M.D., Medical Director of the Josiah Macy, 
Jr., Foundation, called a meeting that month of representa- 
tives of some forty national professional associations, founda- 
tions, and other interested groups to consider the whole ques- 
tion of an international mental-health effort. A number of 
professions and disciplines were represented in the gathering: 
psychiatry, psychology, anthropology, social work, psychiatric 
social work, and other social sciences. There was a feeling of 
urgency in all the planning for the congress and for a perma- 
nent organization. The threatening world political situation 
impelled social scientists, like so many citizens everywhere, to 
try to do all in their power toward peace. Ratification of the 
charter of the World Health Organization was proceeding at 
a pace that meant imminent change of that organization from 
the interim-commission stage to a permanent form, making 
codperation with it a pressing matter. The United Nations 
Educational, Scientific, and Cultural Organization and other 
United Nations agencies were ripe for similar connections. 

The first thought was that the International Committee for 
Mental Hygiene could be reorganized and its name changed 
to the World Federation for Mental Health. Soon, however, 
those concerned became convinced that an entirely new organi- 
zation was required—that a multi-discipline, democratically 
constituted body, as widely international as possible, should 
be brought into being either just before or during the congress. 
Thus the World Federation for Mental Health was conceived 
by several parents in May, 1947, and entered upon an active 
and eventful gestation of fifteen months’ duration. 

The responsibility for organizing the federation was 
assumed by the British and the American groups. Dr. Rees 
and Mr. Michael Harvard, congress organizer, circularized all 
the countries eligible for membership in the United Nations in 
which any psychiatric or mental-hygiene authority could be 
found, asking whether they were interested in forming a world 
federation. From these inquiries emerged a list of 22 coun- 
tries which expressed a desire to codperate, and which from 
that time on were consulted about various steps and kept 
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informed of all developments. The 22 countries were as 
follows: 

Argentina India 

Belgium Netherlands 

Brazil New Zealand 

Canada Palestine 

China Peru 

Czechoslovakia Scotland 


Denmark Sweden 
Egypt Switzerland 


England Turkey 
Finland Union of South Africa 
France United States of America 


The work of organizing the federation was complicated. 
Although there was at all times complete agreement between 
the British and the American groups on all basic issues of 
structure and policy, extensive correspondence was required 
to clarify minor points. A mass of pesky details and endless 
legal technicalities arose—for instance, questions about meet- 
ings, officers, official languages, financing, membership, incor- 
poration, and so on. 

During the first part of the year, the chief burden of draft- 
ing the by-laws fell on Dr. Fremont-Smith and the executive 
committee. Later, Lawson G. Lowrey, M.D., became chairman 
of a subcommittee on world federation and assisted in carry- 
ing through the final details. Because of the shortness of time 
and the pressure of other work in connection with organizing 
the congress, it was not possible to give the preliminary draft 
of the by-laws as wide publicity as would have been desired 
among professional groups in this country. However, a great 
many people in this country did participate in the drafting, as 
well as a small, active group in England and representatives 
of the 22 countries. 

A few excerpts from the purposes, as stated in the by-laws,' 
will illustrate the way in which the purposes were being 
conceived : 


‘*To promote among all peoples and nations the highest possible level 
of mental health . . . to foster the ability jto live harmoniously in a 
changing environment . . . to provide information, counseling, and 


1The Articles of Association of the World Federation for Mental Health are 
printed in full in the Notes and Comments section of this issue of MENTAL 
HYGIENE, pages 490-500. 
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assistance in the field of mental health, and to assist in developing an 
informed public opinion among all peoples on matters relating to 
mental health.’’ 


Some of the purposes were stated in more specific terms: 


‘To codperate with ... such... agencies of the United Nations as 
may be appropriate in so far as they are promoting mental health; to 
establish and maintain effective collaboration with governments, govern- 
mental agencies, professional groups, and such other ... groups... 
as may be deemed appropriate . . . to encourage improved standards of 
training in the professions concerned with mental health.’’ 


A number of other purposes are specified, but need not be 
repeated here. 

Two of the most important passages in the by-laws are those 
defining membership and pertaining to federation: 


‘¢. . . the unit of membership shall be any national, or other organiza- 
tion of a country eligible for membership in the United Nations, whose 
purpose in main or in part is the promotion of mental health and human 


relations ...’? 


‘‘In each country ... member associations shall federate or otherwise 
collaborate for the purpose of appointing a national delegation to the 
Mental Health Assembly. . . . Where a national mental-health organi- 
zation exists, and it is the policy of the Federation to encourage the 
existence of such organizations in every country, it shall be responsible 
for convening a national committee to link the relevant member- 
associations. ’’ 


The federation has a mental-health assembly consist- 
ing of the national delegations, including those who go as 
observers as well as the single voting delegate from each 
country. The assembly will meet once a year. The executive 
board, which is elected by the assembly, meets twice a year. 
The federation has been incorporated in Switzerland, with 
a secretariat in Geneva. Fees for member associations are, 
for the time being, $100 per year. 

The International Committe for Mental Hygiene has, to 
all intents and purposes, ceased to exist. It is being main- 
tained as a legal entity only, in order to receive any bequests 
that may have been left to it, but all its functions have been 
assumed by the World Federation for Mental Health. In 
the United States the federating agency is The National Com- 
mittee for Mental Hygiene and activities pertaining to the 
federation are handled through the Division of World Affairs 
of the National Committee. 
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The World Federation for Mental Health was officially 
born at 6:30 p.m. on Thursday, August 18, in the Ministry of 
Health in Whitehall, London. The two principal midwives 
were Kenneth Soddy, M.D., then Medical Director of the 
(British) National Association for Mental Health, who was 
secretary of the meeting, anil Dr. Rees, chairman. The meet- 
ing was attended by delegates from some 40 countries. The 
two voting delegates from the United States were George S. 
Stevenson, M.D., and Dr. Fremont-Smith. The non-voting 
delegates were Carl Binger, M.D., associate professor of 
clinical psychiatry, Cornell Medical College; Daniel Blain, 
M.D., Medical Director, American Psychiatric Association; 
Winfred Overholser, M.D., Superintendent, St. Elizabeths 
Hospital, Washington, D.C. and past president of the Ameri- 
can Psychiatric Association; and Nina Ridenour, Ph.D., 
Executive Officer, International Committee for Mental 
Hygiene. Apart from a few last-minute crises arising out of 
the personalities of nations, and a few narrow escapes from 
injured feelings on the part of nations who took pride in 
their prerogatives as ‘‘founder members,’’ matters moved 
very smoothly under the able guidance of Dr. Rees and 
Dr. Soddy. . 

Dr. Rees, who was president of the congress and president 
of the International Committee, was made first president of 
the World Federation. André Repond, M.D., President of 
the Comité National d’Hygiéne Mentale of Switzerland, 
became vice president of the federation, and will be its presi- 
dent for 1949-50. Dr. Fremont-Smith is honorary treasurer, 
and Dr. Soddy, honorary secretary. 

H. C. Riimke, M.D., of Amsterdam, is chairman of the 
executive board. Dr. Stevenson is also a member of the 
board. 

The neo-natal period of this infant has been lively. Both the 
United Nations Educational, Scientific, and Cultural Organi- 
zation and the World Health Organization have granted 
the World Federation for Mental Health official consultative 
status as a non-governmental organization. This places the 
federation in a strong position and will increase its effective- 
ness. Such a relationship opens a two-way channel for 
cooperative effort. The World Federation will make recom- 
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mendations about mental health to the other two organiza- 
tions, which they will implement, and they in turn will turn 
over to the World Federation matters that properly fall 
within its province. Such a relationship is highly desirable 
between government organizations such as the specialized 
agencies of the United Nations, and a voluntary citizens 
organization such as the World Federation. Each strength- 
ens the other, and offers stimuli to further work, as well as 
safeguards. 

The first actual step in codperation between the World 
Federation for Mental Health and the World Health Organi- 
zation has already been taken. The Executive Committee 
of the World Health Organization has adopted, for submis- 
sion to the World Health Assembly in June, the federation’s 
recommendation for the expenditure of more than $900,000. 
A forceful campaign in support of the program in this coun- 
try would undoubtedly strengthen the chances of success of 
this joint action. 

It is interesting to speculate on the future of this infant. 
Like most parents, those who bore him are confident of a 
brilliant and successful career. The broad outlines of at 
least part of his career may already be seen in the section 
on ‘‘International Recommendations”’ in the ‘‘Statement”’ 
of the International Preparatory Commission which met at 
Roffey Park in Sussex, England, for two weeks prior to the 
congress.’ The job ahead for mental hygiene, as set forth in 
that statement, shows clearly what must be done at the local, 
state, and national levels if work at the world level is to be 
effective. 

1The statement of the International Preparatory Commission, Mental Health 
and World Citizenship, is available upon request to the Division of World 


Affairs, The National Committee for Mental Hygiene. Singie copies are free; 
quantity orders are sold at the rate of 15¢ each. 











ts. Er, tthe: &. “4 


SWIMMING AS AN ACTIVITY THERAPY 


ALFRED KAMM, ED.D. 


Executive Secretary, Montgomery County Mental Hygiene Association, 
Dayton, Ohio 


PATIENT stepped out of a pool at the conclusion of a. 
swim period and remarked, ‘‘Boy, I feel like a new 
man!”’ 

An activity that can make a person feel like that, mentally 
and physically, can hardly be excluded from a therapeutic 
program. Swimming is a universal sport. It appeals to young 
and old. It is readily adaptable to individual needs and 
physical condition. It offers plenty of good fun and exercise. 
The therapist merely needs to decide how much fun and 
how much exercise is to be included and to plan the lesson 
accordingly. 

The first swimming lesson for an individual or a group 
should include a test of swimming ability and fear of the 
water. This does not necessarily mean the use of standardized 
tests; it is rather a matter of letting the class members 
get in to the shallow water and observing their reactions. 
Some will show their familiarity immediately by ducking their 
heads or striking out across the pool. Others will hold on 
to the side of the pool in great fear. Do not let newcomers 
dive into a pool. Have them go down the ladder or sit on 
the edge and slide into the shallow water. They should always 
go in at the shallow end first. Our ideas as to our skills and 
abilities in physical activities get somewhat distorted after 
a ‘“‘lay-off’’ of any length of time. 

After the preliminaries are over, class work should begin 
with confidence-builders, such as ducking the shoulders 
(holding the edge of the pool, if necessary) and then the head. 
Beginners should be asked to hold their noses at first when 
ducking under. Caution them to open their mouths when 
they come up to get breath. 

No two patients will be at the same stage of progression, 
ability, or confidence in the water. For this reason, groups 
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must be small to allow time for individual work. Some things 
will be done as a group and there must also be time for 
individual practice in which the instructor can give special 
attention to each individual’s problems. The fact that patients 
may be dropped or enrolled at any time in these classes also 
emphasizes the need for individual attention. These problems 
call for extra skill in class leadership from the therapist. No 
matter what the difficulties, handicaps, or problems are, it is 
imperative that the patients get some fun and enjoyment out 
of these periods. Keep the atmosphere informal and friendly. 
Avoid arousing hard feelings, distrust, or altercations. 

A class period should begin with a good soap shower and 
a cool rinse for each patient. Towels and soap should be pro- 
vided. Keep track of the towels by count. Suits for women 
should be of cotton, to reduce the amount of lint in the water. 
Bathing caps should be provided for women. Female assist- 
ants should see that the women shower properly and that 
standards of personal hygiene and sanitation are maintained. 
The length of time that a patient will be in the water will vary 
from one minute to about thirty minutes, depending on the 
type of patient one is working with. Temperature of the 
water for instruction groups should be about 75 degrees 
Fahrenheit. For more active classes, the temperature should 
be a few degrees lower. 

Activities must always be carefully selected to meet the 
special needs of each person. This refers not only to the type 
of game, sport, or exercise, but also to the amount of com- 
petition to be offered, the complexity, intensity, social require- 
ments, and difficulty involved. These factors and their influ- 
ence on the patient should receive consideration by the 
instructor in planning what a patient or a class is to do 
during the instruction period. Progression in these activities 
and patient contacts always proceed from the known and easy 
to the unknown and advanced. 

The emphasis placed on the proper selection of activities 
should by no means be interpreted as meaning that the values 
and benefits derived by the patient lie only in the activity 
itself. There is more to it than that. A very important factor 
in the picture is the leader. His influence, fellowship, guid- 
ance, coaching, and counseling during the participation is 
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probably much more important than the activity itself. The 
activity is the medium through which situations and problems 
are developed that the patient attempts to meet properly. The 
leader attempts to guide the patient’s efforts to work out 
solutions. A patient’s progress and the results he obtains 
from activity therapy depend on the right combination of 
activity and leader. 

Not only must the activity be fitted to the individual, but 
contacts must be made with him according to his particular 
personality. Some patients will participate of their own free 
will; others must be encouraged, ordered, threatened, kidded, 
or reasoned with to get active participation and arouse an 
active interest. ‘‘Breaking the ice’’ with a new patient is 
important and is always a hard nut to crack. The first period 
of class work is vital to future progress. 

After the start has been made, an even larger problem 
confronts the instructor—namely, the maintenance of this 
newly aroused interest in wholesome activity. Here, again, 
variety is essential. Not only must there be a wide selection 
of activities to catch old interests, but to mairtain them and 
to arouse new ones also. As the patient’s interest and skill 
improve, so will his entire condition improve; and as his 
mind-body condition improves, so should the complexity and, 
in some cases, also the intensity of the sports be increased. 

Thus some individuals in a class may participate in activi- 
ties of an individual nature while others are with a group. 
Some activities are in the form of contests, some are games, 
and others are elementary exercises with equipment for 
keeping the patient busy and providing some physiological 
reaction. 

To the casual observer, the class may appear completely 
disorganized and out of control. Some visitors are surprised 
at how much is going on. A second glance discloses the fact 
that each individual is active and that the instructor is moving 
from one individual or group to another, checking up on 
progress. 

The following are some suggestions that may be helpful 
in promoting the success of a pool program: 

1. Most patients have had little experience with a swimming 
pool. Their introduction to it must be a pleasant one. This 
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applies not only to instruction methods, but the appearance 
of the room and pool should be inviting. 

2. Remember that patients are adults. The swimming pro- 
gram will have to be adjusted to their level. Need for instruc- 
tion is indicated by the fact that only a small percentage of 
mental patients are able to swim. 

3. Establish a thorough system of pool maintenance, so 
that all important items are properly cared for—chlorination, 
temperature, cleanliness, filtering, and provision of supplies 
such as towels and soap. 

4. So far as is practicable, divide the patients into groups 
of swimmers and non-swimmers. They will be easier to handle 
and better satisfied. 

5. Keep the groups small; an average of ten is enough. If 
larger groups use the pool, make sure that there is a suf- 
ficiency of showers, soap, towels, and so on, so that patients 
will not have to stand around long to take turns. For larger 
groups, use one or two assistants to help supervise them. 

6. Vary the formal instruction with games and fun. Avoid 
long explanations and yelling at patients. 

7. The instructor or assistant should go into the water, or 
be ready to go in, with each group. This is especially impor- 
tant with women because they lose their balance more easily 
and sometimes have difficulty in standing from a floating 
position. A female instructor should go with women. 

8. Swimming periods are opportunities to teach personal 
hygiene, sanitation rules for public pools, and safety 
precautions. 

9. Nurses also may lack experience and need education in 
the use of the pool. See that they set a good example. 

10. Patients who are soon to go home can be given as much 
instruction and experience in the pool as possible during the 
time they are in the hospital, without forcing them. Chronic 
vases had best be given pool instructions intermittently for 
periods of about six months on and six months off. This 
scheme varies their program. 

11. See that patients get suits of proper size. Do not twist 
suits or wring them to get water out. Hang across a bar, 
not by shoulder straps or on hooks. 
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12. Women should wear caps in the pool unless their hair 
is clipped. 

13. Classes may remain in the water about one-half hour 
unless the temperature is low. Then the time should be less. 
Observe the patients carefully. Send out those who are cold 
and also those who are very fearful of water, after they have 
done as much as can be expected of them. 

14. Check the amount of soap distributed to avoid having 
the patients carry it off. 

15. All patients should take a soap shower in the nude 
before entering the pool. It should be unnecessary for the 
patient to take another bath upon returning to the ward, even 
though it is bath day. Such duplications confuse and irritate 
the patients. 

16. Never let a new patient dive into the water until he has 
walked in the pool and realizes its depth. 

17. Prepare lesson outlines in advance. Know what a class 
is going to do. 


The following is an outline of stunts to help a patient over- 
come fear of the water and of progression in difficulty when 
teaching him the crawl stroke. It illustrates how the teaching 
of swimming must be broken down into small steps if most 
patients are to make any progress. It is offered only as a 
sample of progression toward a specific goal, and does not 
mean at all that the craw] stroke must be taught to all patients. 
Other strokes will do them just as much good. Neither should 
attention be centered merely on the acquisition of skill in 
swimming. The goal is to get the patient out of the hospital, 
if possible, not just to teach him how to swim; and whether 
or not he can eventually be furloughed, he should be able to 
get some enjoyment and satisfaction out of his swimming 
periods. 

1. Get in water; walk around; hold to side; walk around or through 
length of pool, if not too deep. 

2. Shoulders under. 

3. Head under. Hold nose, if necessary. 

4. Head under without holding nose. 

5. Head under, open eyes. Look at hands in water. 

6. Push-off position, holding to scum gutter with both hands, face down 


in water. Body on surface of water in prone position. 
7. Head under, blow air out through nose. Keep feet on bottom. 
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8. Cork stunt. Body folded, bring knees to chest, arms clasped around 
legs, chin to chest, head in water. 

9. Cork stunt. Straighten body and return to folded position. Keep 
face in water. Then stand. 

10. Float on back, holding scum gutter with one hand, chin toward 
ceiling. 

11. Push off: Stand on one foot and place the other one against side 
for push. Place face in water, arms on surface and extended forward. 
Push with one foot. Straighten body and coast across pool. 

12. Bobbing. Head under water and blow air out through nose. 
Practice until this can be done continuously and without discomfort. 
Open eyes frequently. Relax facial muscles. Exhale all the time the 
face is under water. Open mouth to breathe when above water. 

13. Float on back without holding scum gutter. 

14. Body position for leg-kick practice. One hand on scum gutter, 
other hand directly below it in water; palm of hand against side, 
fingers pointing to bottom. Pull with upper hand, push with lower 
hand. Raise body to surface. Legs and body straight. Chin just 
touching surface of water. 

15. Practice leg kick. Legs straight, but relaxed. Kick directly up 
and down. Legs work in opposite directions. Swing from hip, first thigh, 
then leg, with slight knee action. Ankles relaxed. Toes turned slightly 
inward. At farthest distance away from each other, ankles should be 
separated , from twelve to fifteen inches. Avoid tight muscles. The 
thigh leads the lower leg during the kick. Heels just break. surface 
of water. 

16. Push off from end of pool for distance. Legs straight and 
together, but motionless; arms straight, together, but motionless. 

17. Push off with leg kick. 

18, Push off and turn on back. 

19. Float on back; use leg kick. 

20. Float on back; use hands in sculling motion. Arms are kept 
within 45-degree angle to side of body, and rotate circularly, principally 
from elbows. Wrist is bent, fingers together, and palm slightly cupped. 
During stroke, fingers follow wrist. Force is applied as arms move to 
body; wrists are straightened forcibly and palms push water toward 
feet. Then bend wrists and swing arm outward, wrist leading, prepara- 
tory to next stroke. Movement of hands describes figure eight on its side. 

21. On back, use legs and scull with hands. 

22. Introduction to arm stroke. Use accepted method of teaching 
arm movement, 

23. Arm stroke with breathing. Stand on bottom, face in water. 

24. Practice arm and leg stroke together, across pool. 

25. Push off from end of pool; start legs going first, then arms. Swim. 
Head held up. Water line should be about at eyebrows. Arch back 
slightly. When head is turned for breath, keep it in same relative 
position to body. Be careful to avoid unnecessary shoulder roll when 
taking air. Inhale plenty of air and exhale all the time face is under 
water. During exhalation, face is turned slightly to side opposite that 
on which inhaling was done. 

26. Practice short swims and check for faults. 


27. Increase distances. 
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The rotation of steps here outlined may be changed to suit 
the individual’s needs. Each stunt should be practiced as it 
is learned, and steps already learned, reviewed. 

Water wings and flutter boards are helpful in practicing 
arm and leg strokes independently. For arm stroke, have the 
wings across the waist and at the ankles. For legs, have wings 
in the hands (extended forward) and across the waist. 

It is helpful to practice these stunts as a group whenever 
possible. For example, bobbing can be practiced in a circle 
with patients holding hands. This reduces fearfulness. 

As confidence builders, use such activities as throwing and 
catching in the water, retrieving objects from the bottom of 
the pool, engaging in contests in fundamentals, and playing 
games. 

Swimming is a wonderful tonic for almost every one. Ina 
mental-hospital situation, it can have a great appeal and do 
the patients much good. The achievement of these results 
will depend partly on facilities and equipment, but primarily 
on teaching methods and on the leadership available for this 
work. 








ADOPTIVE PARENTS NEED HELP, TOO 


ARTHUR L. RAUTMAN, Pu.D. 


Associate Professor of Education and Head of the Department of 
Special Education, University of Florida, Gainesville 


is the lot of most adopted children to lack information 

regarding their ancestry. There are times in the lives 
of these children, however, when this lack of knowledge of 
their family background is most questioned and most trouble- 
some. During these periods, of course, the child turns with 
his questions to the only parents he knows; and in a great 
many cases, what he finds is that they, too, are distressed— 
not only by their own lack of information regarding him, but 
also by their inability to help him with his problem. 

No one feels the need for preparation more than does the 
substitute parent when he is confronted by his adopted child 
earnestly asking for information that he—with all his love, 
alas—cannot give and in all probability desires even more 
than does the child himself. Forewarned is half-prepared, 
however; and if adoptive parents are aware of the significance 
of these periods of questioning, they will be able to supply 
the missing words, as it were, during these times, so that 
much discomfort and needless groping on their own part, 
as well as on that of their adopted child, may easily be 
avoided. If the adoptive parents have a clear understanding 
of the naturalness of this questioning and can prepare them- 
selves factually and emotionally for such questions well in 
advance, neither they nor the child need find this recurring 
cross-examination seriously disturbing. 

The first period of questioning usually comes when the child 
meets people outside his own immediate family circle, either 
children or adults. By this time he should, of course, have 
an acquaintance with the term ‘‘adopted’’ and also a fairly 
adequate understanding of its meaning. We have no choice 
but to give the adopted child accurate knowledge of his adop- 
tion before others can give him this information through 
disparaging hints and innuendoes. He needs to have a matter- 
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of-fact understanding of his situation, so that when he is told 
by other children that he is ‘‘adopted,’’ he may know what 
the term means. 

Even a child as young as three or four years of age can 
understand a straightforward explanation of the simple fact 
that once upon a time his mother and father wanted a baby 
to live with them and so they found him and took him home 
with them to be their child. With the help, perhaps, of a 
picture book describing their search (the home-made scrap- 
book type will be especially appreciated) and with repeated 
telling of this story, along with his other favorite tales, he 
will accept the idea of his adoption as a matter of course. 

It is easy, in fact, to make a young child proud that he has 
been adopted. He can be made to feel that he has been espe- 
cially selected and that being adopted gives him a special 
distinction, that it is an honor visited only upon a chosen few. 
It sets him off from the common run of pre-school children; 
and if he feels secure in his own relationship with his foster 
parents, he will be pleased at the knowledge that he is adopted, 
that he holds a secure place in the hearts of those who have 
chosen him to be their child—not for what he can do, or even 
for what he can become, but because of who he is. 

Inevitably, however, there come times in the lives of even 
the most secure of children when the affairs of the day have 
not gone to their liking and problems weigh heavily upon 
young shoulders. There are disappointments, deprivations, 
and punishments for wrongdoing. At such times all children, 
adopted or not, will question the sincerity and affection of 
their parents. Children in all ages have created and re-lived 
the Cinderella myth whenever they have felt themselves 
abused. Own children, as well as adopted youngsters, turn 
upon their parents in anger and scream, ‘‘You are not my 
mama! I hate you!’’ Own children, too, go out into the 
street and tell the interested passer-by that their parents 
don’t love them any more and that they have decided to run 
away and never, never come back. And if he is an own child, 
and if the neighbors who overhear this little family scene are 
well aware of this fact, both they and the parents smile sympa- 
thetically at the childish outbreak, wait until all is calm once 
more, and start over. 
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If the youngster is an adopted child, however, an underly- 
ing insecurity or feeling of uncertainty on the part both of 
the child and of his parents may cause emotional repercus- 
sions that do not die so quickly. The adoptive parent, in all 
probability, will be deeply hurt at these times by the angry 
accusations and will review her own relations with the child 
with misgivings, seeking to find some point at which she has 
erred. She will strive to make restitution for imagined mis- 
takes, and in so doing she will tend to overcompensate or to 
overdo, to shower excessive attention and affection upon her 
adopted child, in order to prove to the child, to the entire 
world in fact, but mainly to herself, that she has been a good 
parent and that she does not deserve the child’s hate. Often 
at these times her behavior will offset the disciplinary 
program that she had carefully planned in more rational 
moments, and the feelings of uncertainty aroused by the inci- 
dent may remain to haunt both the adopted child and his 
parents for weeks to come. 

Early adolescence or the junior-high-school age is likely 
to initiate a period of thoughtful reéxamination of the mean- 
ing and significance of being an adopted child. Now, as a 
rule, the individual becomes aware of the biologic link of 
the generations and begins to visualize himself as part of 
the chain that stretches from the present into the most remote 
past. Since at this stage he is of a more than usually romantic 
and idealistic nature, he may find disturbing the exclusion of 
his beloved, but in this sense alien, foster parents. 

Other questions, too, arise for him: What will he hand on 
to future generations? How will his future mate look upon 
this break in the chain? When he was younger, the knowledge 
that he was an adopted child had set him off from the group 
in an interesting way, and being adopted was, therefore, con- 
sidered a mark of distinction. The adolescent, however, wants 
above all else to be like the others, so now the knowledge that 
he is different sets him off from his group with an uncomfort- 
able feeling of being ‘‘left out.’’ 

As a rule, however, the young adolescent’s questioning is 
casual. The problem is not pressing; and since the youngster 
at this age tends to accept both himself and others on a 
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superficial basis, the matter is usually soon lost in other 
interests. Being able to wear the correct sweater and to use 
the latest slang often gives him sufficient identification with 
his own group so that he is able to feel that he ‘‘belongs,’’ 
and he will usually be acceptable to his crowd on these terms. 

During late adolescence, this old question is frequently 
revived, and this time in a more serious form than heretofore. 
The pre-engagement period may bring this desire for specific 
information to a surprising intensity. Individuals who seem- 
ingly have always lived happily with the knowledge of their 
adoption and had, we thought, accepted the fact in all its 
aspects, now may unexpectedly turn accusingly upon their 
adoptive parents, begging for more and yet more information. 
The problem is now pressing. Time has become short. They 
desire specific knowledge, for they need to visualize in con- 
crete and definite terms the biological link that uses them to 
connect an unknown past to an unpredictable future. 

Even in the minds of the adoptive parents themselves, this 
interest in the biological aspect of inheritance and the 
emphasis placed upon this single phase of the individual’s 
life may crowd out the well-known fact that social inheritance, 
too, is extremely important. In their anxiety they overlook 
the fact that the attitudes, skills, and many of the behavior 
patterns that make for successful living are reactions that 
are not determined by biological background, be it good or 
bad, but are learned from those with whom the child grows up. 

Many of the characteristics of an individual that were 
formerly believed to be rather rigidly determined by his 
biological heredity are now recognized as capable of being 
modified, sometimes to a surprising extent, by the people and 
conditions that influence him as he is passing through his 
early years of life. No biological inheritance, however good, 
is adequate by itself to supply all that is necessary for suc- 
cessful marriage and parenthood. It is the social pattern 
in which the individual grows up that tends to set the pattern 
for his future life. Barring those occasional accidents of 
development against which even the best biological back- 
ground can provide no guarantee, the importance of handing 
on to future generations a desirable social inheritance may 
well rival the significance of the biological heredity. 
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The marriage of the adopted youngster may precipitate an 
even more difficult problem, both for the young husband and 
wife and for the adoptive parents, who still watch from the 
side lines with deep concern. Even under the best of circum- 
stances, marriage and the establishment of a family present 
problems. If one of the marital members was an adopted child 
whose own biological family background is unknown, certain 
additional difficulties may well be anticipated. Whenever the 
development of one of the children born to this couple does 
not conform to some preconceived expectation, the mother or 
father who was adopted as a child may again revive the old 
problem of questioning his biological antecedents. 

His child’s physical features may differ from his own or 
from those of his wife or from the dream ideal that they have 
held for themselves. The rate at which the youngster is 
developing, the speed with which he learns to sit up or walk 
or talk, or the school difficulties that he encounters may not 
be in keeping with the developmental pattern of either parent 
or of any known biological ancestor; and this discrepancy 
may arouse a new wave of doubts in all concerned. 

Forgotten will be the fact that both the process of child 
development itself and also the way in which characteristics 
are inherited are always too complex to be entirely compre- 
hensible in our present state of knowledge. Forgotten, too, 
is the fact that even if all the biological antecedents of a par- 
ticular individual are known, they are not really understood. 

The adopted individual who lacks specific knowledge of 
his own ancestry is, by that very fact, cut off from the basic 
and most convincing explanation of these perplexing differ- 
ences. Normally, any family group includes examples of wide 
variation in the pattern and the rate of development, as well 
as instances of striking individual differences at all ages. In 
the ordinary family, these antecedents are known; and many 
of these relatives are still present as part of the larger family 
group. In these cases, therefore, the family background not 
only gives evidence of these deviations from the ‘‘average’’ 
course of development, but it also provides knowledge of the 
ultimate results of these variations. Living persons whom 
the anxious parents know personally provide information and 
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real-life illustrations as to how such individuals may finally 
turn out. 

A child, for example, may resemble a specific member of 
her family in that she learns to walk or to talk later than is 
considered ‘‘average.’’ Parents who know those in their 
biological background are reassured regarding their child’s 
development when they realize that a grandfather and an 
aunt, or other members of the family, were ‘‘just like that’’ 
and nevertheless later were able to hold their own in the 
world of affairs. 

Knowledge of this kind, however, is a comfort denied those 
parents who are ignorant of their own parentage. For their 
child, little is known of the developmental pattern of many 
of his antecedents, or of their ultimate achievements; and, 
therefore, even small deviations from an expected norm of 
behavior assume an exaggerated significance and may be 
seized upon by the overanxious parent as seemingly justifi- 
able cause for deep concern. 

A final yearning for knowledge denied may come when the 
individual who was adopted as a child faces old age. A desire 
to know and to visualize his own parents,in old age may be 
developed; this information, he feels, might make his own 
position more peaceful. As a rule, however, the individual 
who has been able to solve the problems of his adoption up to 
this point finds this final questioning merely an idle curiosity, 
the lingering shadow of a search that somehow has lost its 
significance. Some are able to find consolation in the religious 
hope that this answer to life’s bitter mystery will soon be 
found and that along with the stilling of all other vain striv- 
ings, this, too, will find a happy ending. 

What, then, can adoptive parents do to make this ever- 
recurring, lifelong problem of adjustment easier both for 
their adopted child and for themselves? Most of all, it is 
important to realize that the child takes almost all of his 
cues that lead to adjustment or to non-adjustment to reality 
from his parents, and that for this reason it is the parents 
themselves who stand in need of reassurance at every turn. 

It is the parents—particularly the mother—that determine 
the emotional climate of any home. Children are amazingly 
alert in sensing the tensions, attitudes, and beliefs of their 
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adult guides; the unspoken fears or doubts of fathers and 
mothers are detected probably quite as accurately as those 
that are openly expressed. 

Fortunately, the positive attitudes of affection, satisfaction, 
and confidence are communicated to the youngster just as 
inevitably. The atmosphere of the home mirrors the feelings 
and the beliefs of the parents faithfully, whether these atti- 
tudes are harmful or constructive in their influence upon the 
child. There is, therefore, no better way for parents to help 
their adopted child find the security that he so greatly needs 
than through developing their own inner confidence and 
serenity. 

Adoptive parents must also understand that the threat of 
the unknown is omnipresent; over all parents hangs a cloud 
of questions that are frightening primarily because they can 
never be completely answered. Adoptive parents particu- 
larly must realize that ‘‘the heart of another is always a dark 
forest,’? whether the youngster is an own child or an adopted 
one. They must understand that eny mother or father facing 
his ‘‘own’’ child meets a great many of these identical prob- 
lems; and that, after all, whenever any parent is confronted 
with the difficulties and strivings of an individual, growing 
personality, the barrier separating the generations is much 
the same, regardless of the biological relationship. 


A realization by adoptive parents that there will be these 
definite periods when questioning of this sort is intensified 
can do much to forestall emotional disturbances. This is a 
recurring problem that will present itself in intensified form 
from time to time. Its reappearance does not mean that the 
adoptive parents have failed in their responsibility to the 
child. These repeated reéxaminations represent a puzzle that 
can never be solved once and for all. At each age their child 
necessarily has his own questions; and at each age he seeks 
the answers to these questions on his own level, in terms that 
he is able to comprehend in the light of his experience. 

Parents must know without question, too, that it is never 
possible to avoid these problems for their adopted child by 
protecting him. Hence they must prepare the youngster so 
that he will be able to withstand the idle questioning of others 
and—what is more important—they must help him achieve 
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sufficient understanding so that he will be able to tolerate 
his own far more disturbing self-questionings. It is the 
responsibility of adoptive parents to teach their child how 
to answer the curious and to give the youngster ready-made 
phrases to use before the other individual gains the advan- 
tage. They must develop in their adopted child a high 
‘‘frustration tolerance’’ for this particular question. They 
must help him develop the ability to meet this inevitable 
and repeated question with equanimity and poise. 

Even more than other children, the adopted child needs 
to develop a realistic appreciation of the world as it is and 
a willingness to accept it as a place in which to live. He 
must learn to accept other people’s place in it without self- 
pity and without demanding special favors. He should never 
be led to believe that because he is ‘‘different,’’ he can expect 
special consideration. 

In the final analysis, the basic needs of man are universal; 
and the needs of the adopted child are the identical needs of 
all: a feeling of security; a sense of being wanted in a world 
that is not of our own choosing; and confidence of being 
adequate to the demands that are made on us by a society 
whose rules and laws we did not help formulate. 

For even the most secure and best-favored of us, a willing- 
ness to face reality is needed to enable us to meet the rigorous 
demands of day-to-day living. For the adopted child, the 
ability to meet such a world and its many exacting demands 
with equanimity requires a sturdy and realistic self-reliance ; 
and he can learn this attitude nowhere so well as from his 
adoptive parents. 





THE VISITING TEACHER LOOKS AT 
THE REJECTED CHILD 


EDNA BROWER 


Director, Special Education, Sioux City, Iowa 


HE visiting teacher sees many types of aggressive and 

retiring behavior that seem to come from a lack of security, 
belongingness, and love. Many of the children who come to 
her attention are unwanted and rejected children, and until 
she has had an opportunity to study the social history, she is 
unable to tell whether the child who shows the behavior pat- 
terns of a rejected child is living in his own home, in an 
adoptive home, or in a foster home. 

The child who lives in his own home has the advantage of 
living in an organization that is socially aeceepted—no matter 
how disorganized the home may really be. The child belongs, 
even if he and every one else may know that he was unwanted 
and that he has never been acceptable to his family. As 
workers, we may feel it would be better for the child if he 
were taken from the home and placed where he could have 
the love and security that he needs. Sometimes this is prefer- 
able; sometimes it is necessary; but in that event the family 
has not ‘‘rejected’’ the child (pushed him out), but the social 
agencies have broken the home. (I am using here the reac- 
tions I have had from the children themselves. ) 

If the home is worth saving and workers ean pick up the 
broken pieces, the child who remains in his home appears 
to be less damaged than the one who is taken away from his 
family. He has his family ties, and no matter how bad they 
may be, they are real and, perhaps, understandable to him. 
He belongs, and society in general need never know. 

It is from the rejected children who remain in their own 
homes and receive no help that we are having many of our 
serious problems in juvenile delinquency. If we can discover 
these children early enough and salvage for them the home 
that is left, we may avert many of the later problems. We 
may be able to help the parents realize their responsibility in 
the total picture of difficulty. 
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The child himself may be helped to understand his prob- 
lem and to avoid those situations that cause the greatest con- 
flicts. Insecurity frequently develops in a child who must 
meet constant comparison with a ‘‘perfect’’ older brother or 
sister. This perfection may sometimes be found when a 
beloved child has died and a much less perfect, but entirely 
human child takes the place of the one whose faults have been 
forgotten. 

We have the unwanted youngster who upsets the family 
pleasure and routine. Because one or both of the parents 
refuse to accept the responsibility for rearing the child, he is 
often cared for by relatives who want him even less than the 
parents want him. He becomes a source of irritation to the 
family that has the responsibility for him. The child is 
unwanted, rejected—a failure. These are frequently bright 
children whom society should want, but for whom neither the 
home nor society has made any plans. 

Sometimes a baby is wanted because he adds society’s 
approval to a marriage and proves to the world that his 
parents are two normal persons—biologically, at least. He 
is something to be dressed up and shown to admiring friends 
and relatives. But he grows into a child that needs training, 
care, and understanding far beyond any imagined by the 
parents. He becomes a pest to be endured. 

After the novelty of babyhood has worn off and a child 
remains to be trained, what is to be done? Many turn the 
responsibility of training to relatives and friends or to maids 
if they will accept such responsibility. The problem assumes 
gigantic proportions. These parents wanted a baby, but they 
have failed to realize the basic needs of the child. We have 
damaged children facing an uncertain future. Society is 
shocked by the behavior of such children. ‘‘They have had 
such good homes’’—good in a material way, but lacking in 
all the elements that make for a happy, well-adjusted child- 
hood and later life. I recall hearing a speaker say that some 
parents would be happy if they could put children into a 
barrel at the age of two and keep them there until they were 
eighteen. I wonder if she had in mind this group of parents 
who neither want nor will assume any part in the real training 
and developing of their children. 
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The children on whom this study was made come from 
homes that were on the ‘‘right side of the tracks’’—homes 
with better than average incomes, homes that should have had 
much to offer their children, but that have robbed their chil- 
dren of their birthright. They are homes that the neighbors 
call ‘‘good’’ because of the family income or the house. They 
are homes that offer little to the child beyond that which 
money can buy. People living on ‘‘the other side of the 
tracks’’ may say, ‘‘I do not want to be bothered with this 
brat,’’ and social agencies will come to the rescue of the child. 
If possible the problem in the home is corrected; if not pos- 
sible, the child may be placed for adoption, or placed in a 
boarding home or in an institution where he can get the essen- 
tials for growth. In the homes in which this study was made, 
this could never happen. The mores of our society would not 
tolerate such a solution. The parents are ‘‘stuck’’ with the 
unwanted children, and no one seems able to help either the 
child or his parents. 

Parents who have adopted children have their problems 
also. A child may not fit into a home because of his intelli- 
gence, and many such children have come to our attention. 
The family is ashamed of the child who cannot make good 
grades at school and who does not remain the ‘‘dear, sweet, 
beautiful’’ baby who was adopted. These children feel the 
rejection quite keenly, as they have the added threat of not 
really belonging. They become behavior problems both at 
home and at school. All seem to be afraid that they will be 
‘‘taken back’’ if they do not please their parents and measure 
up to their standards. 

Some of these children originally had insecure, unhappy 
homes which were broken up by the court when the children 
were quite small. Workers have tried to decide whether the 
insecurity and unhappiness of the first three or four years 
in their lives made these children the unhappy risks for their 
adoptive parents, or whether the rejection on the part of the 
adoptive parents brought to the fore all the insecurity and 
unhappiness of the earlier childhood and made the children 
incapable of measuring up to their adoptive parents’ demands. 
Surely, when a child’s entire future is concerned, carelessness 
or emotion cannot be the determining factor in his placement. 
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Also among the rejected children who come to our attention 
are those who are placed in boarding homes. Some of these 
children must change homes frequently. A child fails to 
adjust ; the home becomes overanxious and feels guilty because 
it has failed. A vicious circle is created. Which is cause 
and which is effect? The child wants to belong—‘‘ Why can’t 
I be adopted?’’ Home after home does not lessen his problem. 
He cannot see that his sullen, hateful behavior is robbing him 
of one good home after another, nor can the foster parents 
realize that the child’s lack of security makes him react as if 
he were completely without the first elements of feeling. 

The rejection of a child in the home leads to poor adjust- 
ment at school, with its kindred problems—unsatisfactory 
work, quarrels with other children on the playground, noise 
and confusion in the classroom, no regard for authority, 
apparent suspicion of every one, and resentment toward life 
in general. The child finds reading and the other tool sub- 
jects very difficult to master. He is not a success at home 
or at school; therefore, in his own mind at least, he is a 
failure and he must live accordingly. 

These are ‘‘damaged’’ children, damaged by a lack of love 
during their early childhood, damaged because adults have 
failed to give them their basic rights to love, to security, to a 
sense of belonging, and to acceptance for their own sakes. 

They have been damaged by unfavorable comparisons, by 
the failure on the part of the parents to accept the responsi- 
bility for the children that they bring into their homes, and 
by society’s failure to recognize that ‘‘good’’ homes cannot 
be measured by the financial or the social rating of the family. 

What has the future in store for these youngsters who have 
never belonged and, who, perhaps, can never really belong to 
any one? Children who have not learned love in their homes 
often find it almost impossible fully to trust other persons. 
They have been hurt and they do not want another painful 
experience. ‘‘A burned child fears the fire.’’ 
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[' objectionable behavior were not such a common symptom 
of mental illness, it is likely that its victims would long 
since have received the sympathy and care they deserve. So 
long as his behavior is cenfused with his disposition rather 
than his illness, the mental patient will probably continue to 
be stigmatized. So long as the mentally healthy fail to recog- 
nize in their own thinking the basis of mental disorders, 
mental illness will continue to be non-preventable. It is the 
purpose of the present paper to describe a common type of 
abnormal behavior, aggressiveness, its causes and _ its 
prevention. 

Aggressive behavior is a common symptom of severe mental 
illness, but it is also a common characteristic of all human 
Lehavior. The angry child, throwing balls of mud at a play- 
mate, is displaying obvious aggressive behavior. The adoles- 
cent who sulks resentfully at helping in the home, the house- 
wife who pushes and shoves at the grocery counter, are both 
merely exhibiting, in a slightly more restrained fashion, the 
typical aggressive behavior of the mental patient. 

Whenever so-called normal minds permit conscious control 
to relax, some type of aggressiveness is likely to result. The 
man who, when sober, never raises his hand to his wife may 
beat her when drunk. Alcohol has relaxed his conscious con- 
trol and permitted his hidden resentments to break to the 
surface. 

The loss of conscious control by the mental patient, how- 
ever, is rarely due to alcohol, fever, or specific damage to the 
brain. Rather, it is caused by the pressure of resentments 
that have built up to such a boiling point that the patient’s 
best efforts are not sufficiently strong to keep the lid on. 
Just as the sturdiest cast-aluminum pressure cooker will 
crack if the pressure within it is built up high enough, so can 
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any one of us ‘‘crack’’ if our deep-seated resentments become 
too strong for our conscious control. The tougher the cast 
aluminum of which we are made, the higher will be our 
‘‘cracking’’ point, but, even so, it is safer to follow the manu- 
facturer’s directions and keep resentments well below the 
safety level. 

Aggressive behavior may be of two types—active, com- 
bative, or passive, resistive. The child throwing mud is 
combative; the sulky adolescent is resistive. Passive aggres- 
sive behavior may also appear as escapism or running away. 
The housewife who reads detective stories or who plays 
bridge at the expense of cleaning and cooking is escaping 
from her resented réle of household drudge. In the mental 
patient the escapism frequently takes the form of actual tru- 
ancy—from school, from home, or from the hospital. In this 
case, the patient is not necessarily running away from an 
intolerable situation ; but, rather, he hopes that if he runs long 
enough and hard enough, he will outrun the odd ideas that 
confuse and disturb him. 

The form that aggressive behavior assumes is frequently 
stimulated by misidentifications or hallucinations, The mental 
patient often mistakes one person for another. If the patient 
has an intense dislike of the known person, he is likely to 
abuse the mistaken one, since he can now indulge in behavior 
from which his conscious control had previously barred him. 

Hallucinations are also false identifications, but are con- 
cerned with our own senses rather than with other people. 
Recognition of what has happened whenever the five senses 
—touch, taste, smell, sight, hearing—are stimulated depends 
upon two sets of nerve cells. In sight, for example, one set, 
situated in the retina of the eye, records objects photographi- 
cally; the second set, within the brain substance at the 
back of the head, identifies the object and interprets the 
photograph. 

The gas meter merely records numbers. It is the gas man, 
interpreting these figures, who is responsible for the bill 
each month. If he has other things to do, it is possible for 
the gas man to skip your meter, yet still concoct a bill for 
you. Similarly, even without a retinal photograph, it is pos- 
sible for the perception cells in the brain to record an image. 





438 MENTAL HYGIENE 


In the normal person, this image may be the face of a friend 
in a dream; in the inebriated, it may be pink elephants. In 
the mental patient these false perceptions are called halluci- 
nations and are produced by stimuli similar to those that 
produce the face in the dream and the pink elephants. 

An hallucination may be a falsification of any of the five 
senses, but it is usually a false odor, a false vision, or a false 
sound. <A snake on the garden path produces a visual image 
by the combined effects of stimulation of the retina and inter- 
pretation by the perception cells of the brain. If you see a 
snake in a dream, the image is just as real as the garden 
snake because it arises from stimulation of these same per- 
ception cells. The stimulation itself, however, differs, in the 
one case being the retinal photograph of a living reptile; in 
the second, a thought process within your own brain. 
Depending upon how deeply you are sleeping, you may think 
that the dream snake is real or you may halfway know it is 
a false vision or hallucination. Likewise, the mental patient 
may be convinced that his hallucination is real or, especially 
as he improves, may have some doubts as to its actuality. 
In the dreamer as in the patient, conscious control may be 
entirely or partially asleep, but in either case the hallucina- 
tion is as vivid as the genuine article. 

While the aggressive behavior stimulated by hallucina- 
tions is often violent, it is not always destructively so. Joan 
of Are’s angels stimulated her to codrdinate the activities of 
the French armies. Those same angels might have incited 
her to betray her countrymen to the British. The results 
would have been similar, except that she would now be honored 
as an English heroine, instead of a French one. 

To illustrate various types of aggressiveness, the follow- 
ing examples of such behavior in hospitalized mental patients 
are described. No attempt has been made to relate the com- 
plete case history of each patient and only those problems 
are discussed that were directly involved and causative factors 
in the cited behavior. 

Case 1.—This patient’s aggressive behavior appeared as destruction of 
her own elothing and picking locks or any mechanical devices that she 


felt she could loosen. She was combative toward the psychiatrist on one 
occasion, suddenly attacking by hair pulling, but never striking. 
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The patient was of the type that needs to be busy all the time. In 
addition, she was experiencing hallucinations of smell. She thought that 
she smelled peculiar odors, which she attributed to the fact that poison 
was sewed in her clothes by her enemies. Thus she felt it necessary to 
tear them up, as it was not right for her to wear them. During the 
hair-pulling episode, she identified the psychiatrist as a mother object. 
The patient resented her mother, feeling that the mother had shown par- 
tiality to other children in the family, had hurt the patient by so doing, 
and was thus, at least indirectly, responsible for the patient’s condition. 
Since she had been raised always to love and respect her mother, these 
resentments could emerge only when transferred to a mother object. The 
one episode of combative behavior apparently satisfied some of the 
resentments, as it was not repeated. 


Case 2.—This patient, on admission, was somewhat resistive to wet-sheet 
packs, but this resistance never went beyond the first treatment. How- 
ever, during the first few weeks, she was resistive toward food and it was 
necessary to tube-feed her; later it was periodically necessary to spoon- 
feed her. While never actively combative, she did throw dishes on two 
separate occasions, one a dish full of food and the other an empty dish. 
She was frequently destructive of screens and toyed continuously with 
venetian blinds, tearing them down. She was frequently resistive toward 
outdoor activities and toward going to sleep at night. For many months 
she had the escape impulse. 

Initial resistance toward specific treatments was due to fear of the 
unknown. Resistance toward food was due to the fact that the patient 
believed she was unworthy of food and, therefore, should not eat when 
more worthy people than she were hungry. For her, it was necessary 
that the psychiatrist accept responsibility for any dire happenings if 
she ate the food proffered her. The patient continuously toyed with 
the blinds because she was experiencing both visual and auditory 
hallucinations and felt that there were people outside her window peering 
in. She was resistive toward outdoor activities because of visual 
hallucinations which appeared as rose-colored patches on the lawn. At 
one time she ‘‘saw’’ a snake, on several other occasions a red footprint, 
and at night halos of light around the trees. 


She was resistive toward sleep in order to wait for a little old man 
who came to her bedroom each night at 12:30 to direct her mis- 
behavior. It was difficult for her to accomplish many tasks since the 
little old man told her she should not do as bidden. Her impulse to 
run was an escape mechanism, an attempt to leave her delusions, 
hallucinations, and resulting confusion. For some months also she had 
no desire for recovery and her illness caused her to make every effort 
to be resistive toward treatment. 


Case $.—During most of her stay at the clinic, this patient was 
resistive toward direction, this type of behavior, of course, being more 
marked during the first few weeks. Within a few hours after admis- 
sion, she threw her plate of food at a window. At a later period 
she threw and smashed a small table radio and undoubtedly would 
have hurled any small movable object within reach. She resented 
specific treatments, as well as being directed in activities. The prin- 
cipal reaction, aside from throwing loose objects, was verbal denuncia- 
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tion, usually accompanied by obscenities. She displayed combative 
behavior whenever the psychiatrist hove in sight. At one time, when 
it was necessary for the psychiatrist to assist with a wet-sheet pack, 
the patient ignored others and concentrated on attempting to injure 
the doctor. If the psychiatrist appeared in the room, but not close 
enough for the patient to strike, the patient would spit at her. 

The general resistiveness toward direction was stimulated by the 
patient’s idea that she had always been a ‘‘softy’’ and that people 
had taken advantage of her. She felt that the only way she could 
now get along was ‘‘to assert her own rights,’’ even if this demanded 
that she act like a ‘‘tough guy.’’ At the time that she was combative 
toward the psychiatrist, the patient continuously called her ‘‘Ida.’’ 
This was the name of a woman who had come into the home after 
the death of the patient’s mother and had helped raise the children. 
The patient felt that Ida was unfair and abusive and she was 
extremely fearful of her. Consequently, as soon as she identified the 
psychiatrist as ‘‘Ida,’’ the patient felt it necessary to strike first, 
as she was fearful of being abused herself. This was the last delu- 
sional idea to leave her. Even after she regained control and was 
most pleasant toward the psychiatrist, she one day picked up the 
doctor’s right hand and remarked, ‘‘I guess you really aren’t Ida, 
as she had a sear on the back of her right hand and you don’t 
have one.’’ 

Case 4.—This patient was never combative, but showed resistive 
behavior on several oceasions, all of which were stimulated by specific 
attempts at treatment. When she became resistive, she merely attempted 
to escape. 

The patient was laboring under the delusion that she was a sinful 
creature and, as such, had no right to get well. It was necessary 
for her to remain ill or die, in order that her family might be saved 
from hell’s fire. She thus resisted any treatment that she felt 
would be helpful, as she had no intention of getting well and once 
again facing the world. She felt that she had sufficiently messed 
up life and even to be consigned to hell’s fire would be less difficult. 


Case 5.—This patient would become combative periodically. At times 
she was combative when urged to take the medicine that was neces- 
sary to control her epileptic seizures. At other times, when any one 
appeared with a suggestion that necessitated her receiving a stimulus 
from the world of reality, she would suddenly become abusive. 
The patient had been suffering from hallucinations for such a long 
period that the directions given by her mental voices were much 
more real to her than those of the people about her. Frequently these 
voices informed her that it was wrong to take medicine and at these 
times, when urged to do so, she became combative. Many times it { 
appeared that the voices were pleasant and she disliked having them 
interfered with, since she was receiving her orders from God. At 
one time, she struck out when God told her that some of those at the 
hospital had killed her father. Apparently she was meant to 
avenge him. 
In view of the fact that the cause of each specific instance 
of aggressiveness cited was known at least approximately, 
and in many cases exactly, prevention of the aggressive 
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behavior should have been possible; and there were numerous 
other occasions when aggressiveness in these same patients 
was thwarted or diverted into other channels by the appro- 
priate attitude or treatment. 

On admission, when the patient is confronted with a new 
and to him a fearful situation, there is usually little that can 
be done about aggressiveness except lay the basis for subse- 
quent treatment. His restlessness is curbed by hydrotherapy, 
which he first fears and later learns to value for its sedative 
effect. Through constant reassurance and understanding, the 
patient finally realizes that whatever the treatment, it is 
designed to help rather than to punish him. This is accom- 
plished more by the attitude of the personnel than by the 
specific treatment utilized. 

Because hallucinatory experiences are very real, attitudes 
must be firm and directions positive. The patient is fre- 
quentiy confused by mental voices that direct him one way 
and real human voices that advise an opposite course of 
action. It, therefore, behooves the human voices to be not 
only more reasonable than the mental ones, but also more 
authoritative. To the mental patient, a patch of red, which 
he thinks has appeared on the path, is a sign of danger, indi- 
eating that he must go no farther. An attendant’s walking 
through the visual hallucinations is much more helpful than 
permitting the patient to run in the opposite direction. 

Prevention of misidentifications is impossible, but it is cruel 
to permit a patient to continue making a fool of himself 
in this fashion. It is, therefore, essential that the misidenti- 
fied person be kept out of sight whenever possible until the 
patient has regained enough control so that he himself can 
recognize his mistake. 

The aim of all prevention must be not only to make the 
patient as comfortable as possible, but also never to let his 
false beliefs or false perceptions win a skirmish, lest they 
become that much more deeply embedded. Close supervision 
furnishes factual experiences to replace delusional ones. An 
adequate number of personnel can offer a barrier to aggres- 
sive behavior before it appears. 

The effect on an attendant of having her face slapped by 
a mental patient is not nearly as incapacitating as contract- 
ing a ‘‘cold’’ from a mentally healthy one. Furthermore, 
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the slapping was probably due to the attendant’s own care- 
lessness in failing to institute appropriate preventive meas- 
ures, while the ‘‘cold’’ was probably due to carelessness on 
the part of the patient who did not cover his sneezes. The 
patient who spreads the ‘‘cold’’ rarely gives it another 
thought. The patient who slaps usually is filled with remorse. 

It is for this reason chiefly that every effort must be made 
to prevent any behavior that, when the patient recovers, he is 
likely to regret. Among other things, the mental patient is 
usually endowed with two basic personality characteristics : 
hypersensitivity and a gigantic conscience. Appearances to 
the contrary, these characteristics are as well developed when 
he is sick as when he is well. He is as quick to note irritation 
or anger as he is to note the voice of authority. He is filled 
with a thousand guilty feelings over past mistakes, both real 
and hypothetical. It is hardly fair to burden him with the 
added guilt of aggressive behavior, especially when that 
behavior is stimulated, not by the patient himself, but by his 
false beliefs and perceptions. 

It would indeed be fortunate if upon recovery the patient 
had no recollection of his misbehavior, but remembrance is all 
too good. On awakening from a particularly long or vivid 
dream, thoughts and emotions are often colored by the dream 
for several minutes or even hours. So, too, are the patient’s 
thoughts influenced when his conscious control has awakened. 
His ‘‘dream,’’ however, being much longer than our brief 
ones and much more vivid, the effects haunt him for months 
or years, rather than minutes or hours. 

The mental patient is ill partly because he has been unable to 
live up to his sensitive ideal self. When, in addition, he has 
been aggressive or resistive toward those who have tried to 
help him, there is yet another hole in the armor of his badly 
bent self-esteem. Unfortunately, there is little that can be done 
to repair that damage after the aggressive act has been per- 
mitted to occur. While it is possible to whittle down the 
abnormally developed conscience to a certain extent, it is 
impossible for the patient ever to feel absolutely right about 
the handful of hair pulled from the head of him whom he 
ultimately comes to like and respect. 
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Ur to the present time, the greatest emphasis in the mental- 
hygiene movement has been on the need for more clinics, 
more psychiatrists, more psychologists and psychiatric social 
workers. Thanks to the impetus given psychiatry by the late 
war, much has already been accomplished in this direction. 
Large appropriations from one source or another have been 
made available. Training programs are under way for more 
psychiatrists and allied specialists. In many places funds 
are allotted, but trained personnel is lacking. Still the clamor 
goes on, and justifiably so, for more and more funds and 
facilities. 

The time may now be ripe to give life and vital energy to 
some parts of the mental-hygiene program that have been 
relatively neglected. At least, it would seem as if present 
appropriations and plans for training new personnel are well 
under way, so that further efforts in these directions may 
run into the law of diminishing returns. New emphasis may 
offer great gains in as yet relatively unexplored areas. 

Two such areas that appeal to us as being particularly sig- 
nificant are: (1) preparation of the general physician for the 
care and management of early cases of psychogenic illness 
that present themselves with somatic symptoms; and (2) 
critical evaluation of the various psychiatric therapies and 
ideologies by follow-up control studies, in order to make more 
effective the energies expended in this field. 

Only the first of these will be discussed in this paper. The 
second will be the subject of a separate presentation. 

In the past, emphasis has been placed upon the recognition 
of early deviations of behavior in childhood as the point at 
which the greatest mental-hygiene benefits might be brought 
about. Correspondingly, the greatest amount of energy has 
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been devoted to child-guidance clinics and to the nursery-school 
movement. In the adult field, attention has been directed 
to problems that present obvious or primary emotional 
aspects, rather than to cases that appear in medical clinics. 
As a matter of fact, preference has been given to the estab- 
lishment of clinics unrelated to hospitals. There are, how- 
ever, a number of practical aspects which suggest that medical 
practice has potentialities for being the richest field yet to be 
subjected to mental-hygiene efforts. 

There are quite a number of advantages to be found in this 
sphere. First, there is the tremendous number of individuals 
involved. One-third to one-half of all patients seen in medical 
practice are said to owe their symptoms to psychological con- 
flict rather than to physical disease. In many of the remainder, 
psychological factors also play a contributing réle of variable 
degree. Present-day medical practice, with its general neglect 
of emotional problems, is frequently inadequate and ineffec- 
tive in this sphere. This involves tremendous waste, and at 
times, unfortunately, may even result in harm. Since prac- 
tically all individuals are seen by physicians at some time or 
another, the application of mental-hygiene precepts in medi- 
cal practice constitutes about as complete a contact with 
society as can be obtained. 

A second great advantage is that relatively few new 
resources are required. What is necessary is, primarily, a 
conversion from the old to the new. Unlike other areas of 
mental-hygiene activity, this is a field in which it is not neces- 
sary to stimulate people to do something about it. Here are 
individuals who are actually seeking help. Also, funds are 
not lacking. Unlimited sums of money are being spent in this 
segment of medical practice—sums much larger than can be 
hoped for in new endowments and appropriations. Further, 
here there is no shortage of personnel. The amount of time 
spent by all physicians on these illnesses is a large percentage 
of the total number of their working hours. It can, therefore, 
be said that resources are already available in this area; but 
the need is primarily for a new orientation and a redirection. 

Third, marked effectiveness in the program should be 
achieved, since the psychopathologic problems involved pre- 
sent themselves to the medical profession at an early stage. 
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The average physician is frequently consulted at the outset of 
the somatic complaint based on psychological conflict. Where 
the symptoms are of short duration, the treatment should be 
easier, presumably because psychopathologic processes are 
most reversible in the early stages. At this point, one would 
expect that the development of adequate insight, in addition 
to the removal of symptoms, would contribute to the pre- 
vention of chronic neurotic states and irreversible invalidism. 
Hence, medical practice is the point at which the proper 
approach can not only result in much freedom from suffering, 
but also exercise a profound preventive influence. 

A fourth major advantage is the fact that the medical 
profession is a great educational force. By virtue of the inti- 
mate patient-physician relationship and his roéle as an 
authority, the doctor can and does exert an educational influ- 
ence of no mean magnitude. The properly oriented physician 
should prove to be one of the most potent factors in the dis- 
semination of mental-hygiene precepts. 

Last, but not least, medical practice could be a great test- 
ing ground for psychiatric concepts. The practical demands 
of patients on a universal scale should soon make it apparent 
whether or not the concepts employed are practical and valid. 
The medical practitioner is trained in the scientific method. 
Therefore, taking a psychiatric program out of the cloistered 
chambers of the specialist, and exposing it to the practical 
experience of the general physician, should have a very 
salutary effect on psychiatric theory. 

These considerations will suffice to establish the desirability 
of considering medical practice as a major field for mental- 
hygiene activity. What is now required is the demonstration 
to the medical profession that the task can be carried on in a 
practical, effective manner. 

‘‘Ts the program practical?’’ There is more or less general 
agreement that the greater number of patients with somatic 
problems based on psychological conflict, at least in the early 
stages, should be treated by the general physician rather than 
by the psychiatrist. First, it might be asked whether psychi- 
atric knowledge is sufficiently developed to permit even the 
trained specialist to attain the designated objectives. In addi- 
tion to the therapy with intra-personal or psychological 
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factors, is it feasible to assume that there may be other 
obstacles—economiec, sociological, cultural, and so on—that 
can be worked out, or will they prove insurmountable? If 
not, then can general physicians perform the task of over- 
coming them? Admittedly, all the answers are not known, 
but while there is undoubtedly a need for more scientific 
knowledge, the indications are that present-day psychiatry, 
with all its limitations, can reap a healthy harvest. 

At this time, what is required for general physicians is (1) 
training and (2) simplification of techniques. In both of 
these fields the psychiatrist should be of help. What is 
needed is practical demonstration. 

Of the two needs, training and simplification of techniques, 
the former takes priority since it can be instituted immedi- 
ately, whereas the latter is still in the experimental stage. 
The logical place for training is in basic preparation in 
undergraduate medical-school training. To some extent this 
is already under way.’ However, the greater immediate 
problem is the orientation of graduated doctors, since for a 
generation or more they will be the effective driving force in 
medical practice. Postgraduate courses are being given. 
The experimental course at the University of Minnesota? is 
a pioneer effort in this direction. Yet postgraduate courses 
only scratch the surface. 

In an attempt to find a practical solution that might be 
applicable on a very large scale, we are, at the present time, 
experimenting at the Cedars of Lebanon Hospital with what 
we call a ‘‘preceptee program.’’* The Cedars of Lebanon 
Hospital is a general hospital with 325 medical and surgical 
beds and a large out-patient department. 

The Preceptee Program.—The purpose of the program is to 

1See Psychiatry in Medical Education, by Franklin G. Ebaugh and Charles A. 
Rymer. New York: The Commonwealth Fund, 1942. 

2See Psychotherapy in General Medicine: Report of an Experimental Post- 
graduate Course, by Geddes Smith (New York: The Commonwealth Fund, 1946). 
See also ‘‘Psychotherapy for the General Practitioner: A Program for Train- 
ing,’ by Thomas A. C. Rennie (American Journal of Psychiatry, Vol. 103, pp. 
653-60, March, 1947), and Teaching Psychotherapeutic Medicine: An Experi- 
mental Course for General Physicians, by Walter Bauer et al. (New York: The 
Commonwealth Fund, 1947). 


8 This program was carried out by both the psychiatric and, the medical staff 
of the hospital, and would have been impossible without their participation. 
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equip the general physician to recognize and treat the milder 
psychologic problems in his practice. The aim is not to make 
a psychiatrist out of him. The plan is one that permits actual 
treatment of patients by the physician under the direction 
of a psychiatrist. Practical experience is deemed essential 
as a means of cutting across the labyrinths of theory, and 
ofttimes confusing elements, that abound in the literature 
of the field. It is the way psychiatrists have acquired most of 
their skills, and, of course, it is basic in all medical training. 
Learning under direction is also considered the best type of 
training. 

Volunteer physicians from the medical staff of the hospital 
are assigned as preceptees to individual psychiatrists in the 
psychiatric out-patient clinic. There, each preceptee examines 
and treats patients in hourly sessions once weekly. The cases 
previously chosen from the waiting list of the psychiatric 
clinic were found to be too complicated. The patients are 
now being selected from the codrdinating clinic, which is the 
in-take source for the entire hospital, in order to obtain 
simpler, early cases, such as would more nearly approximate 
the types the physician would be expected to care for in his 
practice. 

As a matter of fact, at the present time, the preceptee goes 
to the codrdinating clinic and accepts his cases with no attempt 
at selection, since it has been found by actual experience that 
emotional factors are the sole, or the major, cause for the 
symptoms in half the patients. This procedure, in addition 
to approximating that in the physician’s own practice, has 
several other advantages. 

First, since under these circumstances the patient may pre- 
sent either psychologic or somatic symptoms or a combina- 
tion of both types, training in diagnosis is more rigorous 
than in cases that have been previously selected for psychi- 
atric care. 

Second, the therapeutic approach is enhanced because the 
opportunities for establishing rapport are better where the 
physician has contact with the patient from the start, and 
has himself excluded evidence of physical disease before 
approaching the psychologic factors. This contrasts favor- 
ably with the earlier procedure of seeing patients sent to the 
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psychiatric clinic, in which the physical work-up had already 
been completed by another physician, so that the opportunity 
to establish a relationship of confidence during this favor- 
able phase of the examination was missed. In addition, the 
patient often already felt stigmatized, or on the defensive, 
in attending a psychiatric clinic. 

Third, the whole gamut of cases seen in medical practice 
comes up, so that experience is obtained in the procedures 
to be followed for all types of patient—those favorable for 
treatment and those with poor prognoses calling for palliative 
measures only, as well as those to be referred to the specialist. 

The preceptee currently carries three patients in psycho- 
therapy, and has a conference with his preceptor, the psy- 
chiatrist, for one hour each week on these cases. Since the 
greatest deficiency expressed by the preceptee has been lack 
of knowledge of what to do in therapeutic interviews, we 
are experimenting with playing back to the preceptee recorded 
interviews obtained by the psychiatrist. We hope to extend 
this to the recording and analyzing of the preceptee’s own 
interviews. There is even some experimentation going on, 
with the preceptee sitting in with the psychiatrist during psy- 
chotherapy sessions on the latter’s cases, and vice versa. 

Supplementary training comes also through staff confer- 
ences, prepared reading lists, and the posting of schedules 
of the various lectures and training programs that are taking 
place in the city. The maximum of time, however, is spent on 
work with patients, and the minimum on didactic instruction. 
Although the importance of an academic background is not 
minimized—in fact, is encouraged by the facilities made avail- 
able—the number of hours to be devoted to reading, attending 
lectures, and conferences is left largely to the discretion and 
need of the individual physician. 

The merits of this program would appear to be many. It 
is based on experience obtained under direction. It permits 
the physician to obtain training while engaged in practice, 
and, therefore, is feasible for many doctors in large cities. 
Since clinic attendance is one of the ways in which doctors 
progress and keep abreast of the new developments in medi- 
cine, the program falls into a pattern that is almost uni- 
versally available. It should be accessible to a larger number 
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of physicians than are postgraduate courses, which in most 
instances have the limitation of acquisition of knowledge over 
short periods, and, therefore, are too often devoid of ade- 
quate direct experience. Because of the practical possi- 
bility of being included in every general hospital, this pro- 
gram should have a great educational value for the medical 
profession as a whole. 

The program has merits for the psychiatrists, too, since 
teaching serves to sharpen one’s thinking and skills. A 
further benefit for the hospital is an economic one. In clinics 
such as ours, where the psychiatrists are on a volunteer basis, 
giving one morning or afternoon a week, the question of 
utilizing for teaching purposes much-needed psychiatrist 
hours, from a loaded treatment schedule, requires justifica- 
tion. In this program, the hospital profits, since there is a 
substitution of three preceptee hours with patients for the 
one sacrificed by the psychiatrist. The waste prevented by 
the proper direction of therapy of patients who are kept out 
of other general and specialty clinics, is also a saving to the 
hospital. 

The chief limitations of the program so far occur in (1) lack 
of knowledge of the best procedures to be employed in the 
short period of time available; (2) lack of fundamental psy- 
chiatric background in the preceptees, calling attention to the 
need for more basic training during medical school days; and 
(3) the need for more objective checking of the benefits of the 
program before its merits can actually be evaluated. 

Simplification of Techniques.—lIf medical psychotherapy is 
to be practical and widely utilized by the general practitioner, 
the techniques must be simple and brief, and the number of 
sessions required small. 

Among diagnostic techniques, that of securing the life his- 
tory of the patient is important, since it reveals his experience 
in adaptability. The ability to obtain a chronological account 
of the individual’s development, which will indicate the 
patient’s capacity and manner of adjusting to life’s major 
situations, is a tool with which every physician should become 
as familiar as he is with the physical examination. The 
importance of biographic inventory, the history of factors of 
adjustment and maladjustment, is not yet sufficiently appre- 
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ciated by the profession at large as a necessity in medical 
diagnostic study. It is not even easy to find reading sources 
to which the physician may be referred for an adequate pres- 
entation of this examination procedure. Yet it is a most 
important diagnostic aid in the neuroses. Emphasis on indi- 
rect psychiatric techniques without formal history taking has 
tended to cause neglect of the importance of this procedure, 
and probably unwisely so. 

Fortunately, the life history can be made as detailed and 
intensive, or as brief, as one desires. The simplest procedure 
that would readily indicate which important life processes of 
the patient constituted adequate adjustment, and which mal- 
adjustment, would be desirable. Experience with brief tech- 
niques was extensive in the last war. Perhaps the induction 
boards, with only one to four minutes per inductee for psychi- 
atric appraisal, utilized the briefest type of life-history inter- 
view. Arising from this experience, a number of screening 
processes, with minimal, but important inquiries, have already 
been suggested, such as the Cornell System.’ From these 
leads, a shortened life history, for universal application by 
general physicians, can be devised. Naturally, the same flex- 
ibility will be utilized from patient to patient as in all other 
medical examinations, 

There must be a universal realization that no medical exam- 
ination or inquiry is complete unless the psychological aspects 
are investigated. This, at least, follows from the fact that in 
approximately one-half of all patients, somatic complaints 
have their basis in emotional conflicts. Therefore, the inclu- 
sion of a set of symptoms for the appraisal of personality 
functioning, as part of the generally utilized inquiry of symp- 
toms by bodily systems in medical histories, is desirable. Since 
this is fixed in the minds of all physicians by a more or less 
standard set of symptoms (usually five to ten for each sys- 
tem), it would be desirable also to have a similar short set 
of questions for psychobiologic difficulties. Setting them up 
and incorporating them in all medical history taking would 
be an advance in the proper direction. 


1 See ‘‘The Cornell Selectee Index,’? by Arthur Weider and others (Journal of 
the American Medical Association, Vol. 124, pp. 224-28, January 22, 1944). Sce 
also ‘‘The Cornell Index,’’ by Arthur Weider and others (Psychosomatic Medi- 
cine, Vol. 8, pp. 411-13, November—December, 1946). 
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The life history has been stressed here to the exclusion of 
various highly technical diagnostic procedures, such as hypno- 
tism, Rorschach tests, and so on, since these should be lef? to 
the specialist, or, at least, are to be utilized only in special 
situations. 

Therapeutic modifications will need to be made primarily 
in the direction of brief therapies and short-term objectives. 
Brief therapies, averaging one to five sessions of thirty min- 
utes each, would be most desirable, if the general practitioner 
is to find it profitable to operate in this area. Whether this 
can be effective remains a matter of future research. Perhaps 
working with early cases and having short-term objectives 
might permit such modification. The objectives might be 
largely limited (1) to development of insight (at a minimum, 
to the recognition of an emotional or psychogenic basis for 
the symptoms) ; and (2) to caring for the current, situational, 
precipitating factors. Character reconstruction by the 
removal of long-standing neurotic defense patterns, or the 
uncovering of childhood ‘‘nuclear’’ traumatic experiences, 
should be left to the specialist. These considerations are in 
keeping with the emphasis placed on working from the simple 
to the complex, stressing the more or less generally accepted 
knowledge in the psychiatric field as contrasted with the con- 
troversial or highly theoretical differences that obtain. Simi- 
larly, specialized techniques, such as hypnotism, free associa- 
tion, dream analysis, and so on, should be avoided. 

A matter of considerable importance, too, is experience with 
therapeutic indications. What types of case can the general 
physician expect to handle adequately? What types would 
need to be referred for specialist care? Except for emergen- 
cies, perhaps a trial at therapy in any other than the psychotic 
cases could be undertaken without harm to the patient, to see 
whether the response warrants further pursuance with the 
family physician. Exceptions to this rule will call for further 
definition. 

To sum up, training physicians to apply psychotherapeutic 
principles in the treatment of psychologic problems that pre- 
sent themselves in the form of somatic symptoms, in patients 
encountered in medical practice, represents one of the most 
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widespread opportunities for the application of the program 
of the mental-hygiene movement. As a practical approach to 
the training of graduate physicians on a universal scale, the 
preceptee program described herein is suggested. 
Tremendous wastes in medical efforts, it is expected, will 
be prevented by the application of this plan, for which large 
out-patient clinics should prove an excellent testing ground. 
Further research in brief psychiatric techniques is a most 


urgent need. 
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R almost two years, I had an opportunity to do voca- 
tional-guidance work in a large hospital which had tubercu- 
losis, psychiatric, and general-medical and surgical cases. 

During this time, I came to know many of the tuberculosis 
patients quite well because of their long stay. It seemed to 
me that they had certain personality characteristics as a 
group. Many of them seemed to be (1) sensitive to ‘‘slights’’, 
apt to feel that casual remarks or actions reflected on them, 
when this was not intended; (2) overly dependent, apt to want 
the counselor to make decisions that should have been theirs, 
to write letters for them, and to handle other minor matters 
which they themselves were capable, or should have tried to 
become capable, of handling; (3) extremely critical of fellow 
patients, of the hospital administration, of their care, and so 
forth; and (4) apt to be egotistical and selfish. 

It is to be understood, of course, that a large number of the 
patients made excellent hospital adjustments and while still 
in bed, started effective training that would aid them in 
realizing sound post-hospital plans. From casual observa- 
tion, however, it would seem that at least half had the char- 
acteristics named. 

What are the psychological bases for the personality char- 
acteristics noted? Although some people seem able to accept 
a diagnosis of tuberculosis, with all its implications, readily, 
it comes as a shock to the average person. It means separa- 
tion from friends and family for a year or more, postpone- 
ment or possible abandonment of educational or vocational 
plans, and the realization that activities must always be 
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limited. I think that we could expect the emotion of fear— 
fear of death, fear of losing a job or a sweetheart, fear that a 
wife may get tired of waiting, fear of prolonged hospitaliza- 
tion. In some patients, anger, amounting almost to rage 
because plans are thwarted, seems to be present also. 

I think that we could expect the patients to have feelings 
of insecurity because they are so uncertain about what the 
future holds. ‘‘If I ever get out of here,’’ ‘‘If they’ll take me 
back’’ (referring to a former employer), ‘‘No use making 
plans. I’ve got a long way to go yet,’’ are expressions fre- 
quently heard in the tuberculosis wards. 

This insecurity helps to explain the sensitiveness of these 
patients and their tendency to want others to do things for 
them, since they may not be sure of their own abilities to do 
a good job. It also helps to explain their seeming egotism. 
This attitude may be a kind of ‘‘wall of defense,’’ because 
they are not sure of being accepted by others. 

The fact that tuberculosis patients are out of contact with 
the outside world for so long and spend so much time thinking 
of their own bodies helps to account for their seeming self- 
ishness. Conversations with fellow patients have to do mainly 
with comparisons of symptoms, of X-rays, and of surgical 
experiences. Contact with the outside world is not easily 
made. Visitors appear in gown, mask, and cap. If the patient 
goes to another part of the hospital—for example, to a clinic 
—he must wear a mask and be pushed in a wheel chair both 
ways. Could this cause one to feel rejected? It would seem 
so. Derisive comments on the part of tuberculosis patients 
about the uselessness of the mask and gown indicate that they 
resent this barrier between themselves and others. A person 
who feels rejected may accept the feeling, tend to be unsure 
of himself, and develop real feelings of inferiority, or he 
may ‘‘fight back’’ by criticizing others to show that he is just 
as good as they are. Psychologists tell us that the latter 
reaction is the healthier one, 

I think that we may also expect these patients to have feel- 
ings of inferiority because of the many limitations placed upon 
their activities and the necessity of letting others, do so many 
things for them. If this is so, we can better understand their 
tendency to be sensitive and critical. 











| 


PERSONALITY CHARACTERISTICS NOTED 455 


From time to time, patients leave against medical advice, 
thereby endangering their own lives as well as being health 
hazards to the community. Usually their stated reason for 
doing this is that they can ‘‘lay around home just as well as 
in the hospital,’’ or ‘‘they aren’t doing anything for me 
here.’’ Such cases always reminded me of the psychoana- 
lytic interpretation of accident proneness as a concealed 
attempt at suicide. When a person with a disease as serious 
and as chronic as tuberculosis leaves medical care against 
advice, it seems that he, also, is taking a step toward suicide. 
Patients who somehow obtain liquor and get drunk in the 
ward, or those who refuse to maintain bed rest, would also 
seem to fall in this class. 

What are the implications of all this for the counselor work- 
ing with such patients? ; 

One of the most important things that the counselor can 
do is to accept them as they are, and to do so sincerely. Avoid 
making judgments as to the ‘‘goodness’’ or the ‘‘badness’’ of 
their comments. The best technique for this is the non- 
directive or client-centered method. When approached on 
matters that have to do with educational or vocational plans, 
patients often digress to make statements that reveal the 
personality characteristics noted above. It has seemed to 
me that acceptance of these statements with sympathy and 
understanding has resulted in improved adjustment over a 
period of time. 

Another technique, which must be used tactfully, is to 
remind the patient of other patients with disabilities even 
more severe than his—another tuberculosis patient who is also 
an amputee, a blind patient, a bed-ridden arthritic, a para- 
plegic, or a multiple sclerotic. This can usually be done 
casually in the course of discussing plans. For example, the 
patient may ask, ‘‘Do you think I’ll be able to start school in 
February if I get out in about two months?’’ To which the 
counselor may answer, ‘‘ Well, of course, that will depend 
upon what your doctor recommends. Kilroy got out about 
that time last year and started school last February.’’ The 
patient knows that Kilroy, a former Jap prisoner, not only 
had tuberculosis, but had lost his left arm and leg. 

Such comments should never be ‘‘dragged’’ into the con- 
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versation, so that there is an indication that the other patient 
was purposely mentioned to point out a moral. 

Finally, the counselor can do his part to keep the patient 
supplied with material that will give him something to think 
about besides himself, his body, and his condition. The coun- 
selor can bring occupational and educational information to 
the bedside, so that the patient, shortly after he arrives, can 
begin to think about getting out. If this early contact results 
in some testing which will aid the patient in gaining a rational 
view of his own qualifications, this also will be helpful. 

It has been shown that there is a close relationship between 
mental and physiological processes. If the mental attitude 
is good, if emotions are healthy and tensions at a minimum, 
the body is in the best shape to combat infection. If the 
patient can be helped to start working toward a goal, and is 
given some assurance and encouragement, his recovery 
should be materially promoted through stimulation of the 
fundamental drive to get on in life and succeed. 
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BOOK REVIEWS 


Human RELATIONS IN A CHANGING WorLp. By Alexander H. Leigh- 
ton. New York: E. P. Dutton and Company, 1949. 354 p. 


In The Governing of Men' Dr. Leighton gave us the useful reflec- 
tions born of his observations of the war-time treatment accorded to 
Japanese-Americans at an Arizona relocation center. The same wis- 
dom informs this book about his study of morale in the Japanese 
homeland from 1944 on. He was assigned by the Office of War 
Information to head the division analyzing enemy morale. Later, he 
was research leader of a team sent to Hiroshima by the United States 
Strategic Bombing Survey to study the feelings and attitudes of the 
survivors. 

That success or defeat in war may hang upon the heart that civilians 
and soldiers can put into the struggle, and that it pays to learn how 
to influence these feelings, has long been known. In modern times, 
we call such investigations a branch of social science and include under 
it cultural anthropology, sociology, psychology, ard psychiatry. We 
take it with a fair degree of seriousness when, in selling bonds, spread- 
ing propaganda, or training personnel, it seems to promise a way to 
bring a war to victory. What might it do to help us abolish war and 
at least reduce the tensions that now bedevil human relations in indus- 
try, politics, religion, ‘‘interracial’’ dealings? Such questions Dr. 
Leighton has been pondering for many years. They were given a new 
urgency by his visit to Hiroshima a few months after the town had 
been atom-bombed. With others, he wishes that the bomb’s destructive 
power could have been demonstrated as at Bikini without killing and 
maiming the many thousands. For, the author reminds us: 

‘‘In Japan, as a whole, military losses and failures . . . were cited 
twice as frequently as the atomic bomb in inducing certainty of defeat. 
The general air attack was nearly three times as important in this respect. 
Consumer deprivations, such as food shortages, were also more important. 

‘*The atomic bomb had more effect on the thinking of Government 
leaders than on the morale of the rank and file of civilians outside the 
target cities. It cannot even be said that it was the atomic bomb which 
convinced the leaders who effected the peace that surrender was necessary. 

The decision . . . had been taken in May, 1945... .’’ 


The Strategic Bombing Survey concluded: 
‘‘Japan would have surrendered even if the atomic bombs had not 
been dropped, even if Russia had not entered the war, and even if no 
invasion had been planned or contemplated.’’ 


1 Princeton: Princeton University Press, 1945. Reviewed in MENTAL HYGIENE, 
Vol. 30, pp. 480-83, July, 1946. 
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One survivor of Hiroshima asked, ‘‘If there is such a thing as 
ghosts, why don’t they haunt the Americans?’’ Dr. Leighton’s com- 
ment is that perhaps they do. 

One of the first services this case history in applied social science 
can offer is to tell us again how ideas taken for granted as the last word 
on a subject are not necessarily so final. 


‘‘In March, 1944, when the Division first began to function, the 
toughness of Japanese morale was a major problem for the Allies. 
Of particular importance was the question: Can Japanese soldiers be 
induced to surrender in significant numbers and to give information of 
value? 

‘*There were many men in top command and policy-making positions 
who felt that Japanese morale was a solid wall of uniform strength which 
nothing could destroy except the actual killing of the men who displayed 
it. Every Japanese soldier was regarded as an ideal fighting machine— 
fearless, fanatic, obeying instantly, something not quite human that 
looked only for an opportunity to die for the Emperor. 

‘* Although some policy-makers and military leaders felt that it was an 
overestimation of the enemy to suppose that all Japanese would so behave 
..., the views of those who regarded Japanese morale as virtually impreg- 
nable tended to prevail. 

‘*As a result of its first studies, the Foreign Morale Analysis Division 
concluded that, in spite of the fact that the enemy’s military morale was 
exceedingly high, it was not of uniform consistency and had weaknesses 
which could and did become worse when circumstances were adverse for 
the Japanese. 

‘*Reports have since accumulated to show that Japanese morale had 
weaknesses and that it did decline under adversity. Japanese troops gave 
themselves up to capture first as a few isolated individuals or in handfuls, 
then by hundreds and finally, toward the end of the war, by thousands. 

‘*Reports from all theaters represent the Japanese prisoners of war as 
coéperative and reliable to an extraordinary degree. They gave military 
information, described the morale in their units, criticized our psychologi- 
cal warfare techniques, and undertook to produce better leaflets and 
broadcasts which we used again and again to our profit. Perhaps most 
important of all, they often returned to their own lines and persuaded 
hard-pressed troops and isolated units to surrender.’’ 


Though the activities of this one research group ‘‘are obviously 
but a tiny part in the total of social science,’’ the experience gave 
point to the author’s conviction that other problems of our time can 
be handled by these methods, if only we remember the many obstacles. 
Despite our usual passionate resentments, wars are not made by this 
or that ‘‘devil.’’ They arise out of tensions which can be studied with 
at least some of the objectivity employed, let us say, in medical science. 
Harold Ickes has said, ‘‘ Wars are the results of stupid statesmanship.’’ 
Science gives no warrant for the assertion that they will stop only 
when human nature changes. Just what is human nature? And how 
do we know what altered behaviors can be induced by changing the 
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conditions that encourage such conduct? The same holds true of 
other relationships. A belief like Communism, the author thinks, 
could be approached by the same methods that the Foreign Morale 
Analysis Division used to investigate the mental behaviors of the 
Japanese, ‘‘but with far more thoroughness. What needs does this 
system of belief serve, what part is logical, what part non-logical, what 
part personal and emotional? What is its function to individuals and 
what is its function in society ?’’ 


‘‘Of coequal importance are the same questions applied to the systems 
of belief that are anti-communist. 

‘These are but examples. There are numerous other conflicting ide- 
ologies of importance in national welfare. Unless we understand these as 
symptoms of social process and thereby come to perceive and control the 
process more effectively, there is no chance of breaking the spiral of ever- 
increasing blow and counterblow.’?’ 


Dr. Leighton is explicit about the difficulties. ‘‘Facts’’ can be used 
to support the grossest self-interest. Social scientists are human 
beings involved in the very processes they are expected to study 
dispassionately : 


‘«Those of us who attempt to apply science to social and psychological 
problems are often in a position similar to the doctor ‘who rigged up a 
set of mirrors and took out his own appendix—though it is hoped our 
motives are more reputable. The man or woman who analyzes human 
relations is himself in the midst of human relations and a part of his 
society and culture. In consequence, his incisions and explorations touch 
his own quick sources of confidence, doubt, fear, aspiration, and his sense 
of values.’’ 


Most of us are inclined to ‘‘moralize’’ where we should be studying: 


‘Tf war is threatened, if an economic depression descends, if unem- 
ployment appears, if Congress fails to pass the Fair Employment Practice 
Bill, if a strike takes place, if patients in a mental hospital are mistreated, 
if a child is found neglected, we always give far more attention to discuss- 
ing the rights and the wrongs of the situation, in deciding who is to blame 
and in taking sides, than to understanding the forces that have brought it 
about and deciding what can be done to control them. If we can make 
somebody suffer for it, we are likely to go away satisfied, leaving the 
situation no better than before. 

‘*We are always looking for the villain instead of human beings going 
through the business of living as best they can, some helpfully and some 
destructively in their actions toward the welfare of others. Preoccupation 
with the search for the villain blinds us to the constellation of events 
past and present that gave rise to him. From the functional point of 
view, ‘what gives rise’ is the question. Can we, through understanding 
the forces that produce villains, alter situations so that there will be less 
ground on which they can flourish? 

‘*Must we be forever content with trapping rats? Cannot we also 
stop up their holes and rid ourselves of the places that breed them? The 
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world is getting too small for the luxury of villains; and there is a wide- 
spread need for the physician’s obsession with getting at causes and not 


tinkering with symptoms only.’’ 


Executives, Congress, the electorate, newspapers, and so on often 
reject the very findings which a little more intelligence, or freedom 
from bias, would lead them to use to their own lasting benefit. For all 
these reasons, Dr. Leighton pleads for private research institutes that 
would be free from the need to get governmental financing and, there- 
fore, from the obligation to follow political directives. Already several 
of our leading universities are specializing in research on problems of 
Russia, China, Indo-China, India, and so on. 


‘* Applied social science could be brought to bear on such problems as: 
clique and faction struggles that produce waste and inefficiency; failures 
in communication and coirdination between different parts of the Gov- 
ernment (especially between Washington and field offices) ; the deception 
of Congress by executive branches; brutal, irresponsible, and demoralizing 
attacks on executive offices by members of Congress; the stacking of 
rewards and punishments in Government positions so that people are not 
motivated toward doing a good job, but rather toward watching out for 
their own security (even at the expense of the supposed goals of the 
work); the lack of reward for creativeness and merit; the extreme lack 
of democratic philosophy in some bureaus where the chief feels that he 
must run the show himself and the people in the organization feel little 
sense of participation. 

‘*Resolute investigations, with strict adherence to veracity, of such 
living problems as have been touched on here would alarm at one time or 
another the proponents of virtually all the social, political, and economic 
ideologies. It would be difficult and dangerous work, but if it could 
accomplish the task of providing both public and policy makers with 
information and illumination in regard to the mainsprings of our inter- 
national attitudes, it is hard to imagine a greater service that could be 
rendered to the nation and to the world.’’ 


This book should prove decidedly useful to laymen as well as to the 
social scientists whom it will undoubtedly encourage in their special 
pursuits. 

HENRY NEUMANN. 

Ethical Culture Society, Brooklyn, New York 


WALDEN Two. By B. F. Skinner. New York: The Maemillan Com- 
pany, 1948. 266 p. 


Plato in the Republic, Butler in Erehwon, Wells in The First Man 
in the Moon, Huxley in Brave New World, and many others have 
made Utopias in their own images. In the present volume, B. F. 
Skinner, newly appointed professor of psychology at Harvard, has 
painted a picture for us of imaginary men and women in a new ideal 
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society of his own creation. Anthropologists have learned much about 
primitive men by studying their myths about ‘‘happy hunting 
grounds.’’ This book similarly discloses in a most attractive way 
the value judgments and the ideals held by at least one distinguished 
modern psychologist concerning the nature of the good life that can 
be lived by the aid of modern technology. 

The book is written with skill. There is a schematic plot to hold 
the reader’s interest. The author’s English style is direct and elegant 
in a modern sense. 

In outline, the story tells of a visit to a supposedly existing ideal 
community. The inspecting party consists of a professor of psy- 
chology, one of the professor’s former students, and this student’s 
friend of navy days. The young men are accompanied by two 
young women. Another important member of the party is a pro- 
fessor of philosophy who plays the role of devil’s advocate through- 
out the book. Walden Two is the name of the community visited 
by this little group. The community was organized by a profes- 
sional psychologist who years before had been an acquaintance of 
the professor who led the visiting party. 

The community is not located on the moon or in the distant future 
or past. It is reached by railroad train and motor car. It is in 
rural America, not far from a large urban center. Frazier, the 
founder of the community, believes that political action cannot build 
a better world. He contends that men of good will must turn to 
other measures as soon as possible. He further asserts that any 
group of people can secure economic self-sufficiency with the help 
of modern technologies, provided the psychological problems of group 
living are solved by the use of the available principles of ‘‘behavioral 
engineering.’ 

One must read the book to understand fully what the author 
means by behavioral engineering. A central core in the system is 
to be found in the fact that the residents of Walden Two are prac- 
tically always allowed to do what they want to do when they choose 
to do it. The leaders of the community see to it that the individual 
members want to do the things that in sum total are needed by 
the community to make it successful. The members are thus free, 
and yet in a sense their behavior is also determined. 

Work is carefully assessed in Walden Two, and no one is required 
to give more than a few hours each day to his occupation. Thus 
the community members are able to pursue the interests and hobbies 
that appeal to them in a society that does not know fear or jealousy. 
The managers of the community are trained for their jobs. They 
are not elected, and the members of the community have no voice, 
nor do they wish to have a voice, in the selection of those who provide 
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the specialized skills needed to keep the community in successful 
operation. 

The dust cover suggests that in spite of the fact that Walden 
Two now exists only in Dr. Skinner’s imagination, ‘‘you may be 
able to move there some day.’’ Many readers will await with interest 
further information about actual steps in the forming of a com- 
munity such as Walden ‘wo. If the new community is started, it 
is to be hoped that Professor Skinner will be on the *‘throne,’’ which 
in the book is described as standing above the community. It is 
not easy to think of any one else who could apply the positive rein- 
forcement and many other principles in human engineering required 
in the social operation of the community and at the same time bring 
into being the new inventions described in the book. Walden Two 
has a new breakfast food, new teacups, new architecture, and really 
good, but popular music and art. Fortunately the mechanical baby 
tender described as in operation at Walden Two has been actually 
used and written about in the matter-of-fact world by Dr. Skinner. 
Who knows but that this air-conditioned box may be a symbol of 
the ideal environment for adult members of the society so enticingly 
described in Walden 7 wo. 

LEONARD CARMICHAEL. 

Tufts College. 


Knock on Any Door. By Willard Motley. New York: D. Appleton- 
Century Company, 1947. 504 p. 

Ordinarily a novel is thin fare to be reviewed for the readers of a 
learned journal. A novel that professes to exhibit the life course of a 
member of the criminal underworld, and that attempts to set forth the 
causes and conditions of a murderer’s progress from the slum to the 
electric chair at the age of twenty-one, is another matter. 

The story itself is all too familiar te those who read the newspapers— 
tragically familiar to those who read more serious publications. A boy 
is born into a lower-middle-class home; poverty knocks at the door 
through the economic defeat of the bread-winner; the family must 
perforce move to a slum. The boy takes on the local slum folkways ; 
he falls among evil companions. Sooner or later he is falsely accused 
of the theft of a bicycle. The code of the group forbids him to place 
the blame where it belongs; therefore, he is sent to what is politely 
ealled a reform school. At the which he is schooled in the ways of 
crime. And at the which he falls victim to a choice collection of sadists 
who inculeate good citizenship through the use of force. 

Nick Romano—for so Mr. Motley calls the protagonist of the book— 
graduates from the training school well versed in the ways and works 
of crime. The family gravitates to Chicago, where Nick is lost in a 
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slum area. He becomes immersed in the mores of the young hoodlums 
of West Madison Street and its surrounding territory. He learns that 
the law, as it is administered by the venal and brutal police and those 
higher up, is a thing to be regarded with scorn and loathing. 

Nick is unable to accept regular employment as a steady diet—‘‘only 
saps work.’’ For a brief time, he attempts to straighten himself out 
through marriage. He cannot, and the girl he marries commits suicide. 
He goes from bad to worse, the associate of thieves, thugs, pimps, drug- 
runners, bootleggers, jackrollers. Finally he kills a brutal policeman. 
He is tried and electrocuted with great fanfares of publicity. Justice 
is satisfied; another hoodlum has been put out of the way. 

On the face of it, Knock on Any Door might be just another novel, 
in the naturalistic, Studs Lonigan style, and so a thoughtless and 
indifferent reader might consider it. It might be—so sympathetically 
is the career of Nick Romano set forth—an attempt to justify a 
criminal career. But Mr. Motley is careful to avoid philosophical 
disquisitions, learnedly setting forth this criminal career as the natural 
and inevitable result of Nick’s environment. He lets the facts speak 
for themselves. And that brings us to a quandary: Here is Nick 
Romano, predestined, apparently, from the moment he falls victim to 
the slum, to a shameful death as a felon, and here is his older, brother, 
Julian, a product of the same environment, who works out for himself 
an orderly and stable pattern of existence and seems destined to 
emancipate himself from the influence of ‘‘the delinquency area,’’ 
perhaps a more polite name for a slum. This we noticed in 1940,’ as 
have countless other observers. 

Knock on Any Door is discouraging fare for those who are trying 
to ameliorate the conditions that Mr. Motley so vividly depicts. From 
the very beginning, he sounds a grim, Calvinistic note. The righteous 
ministers of justice and reformation, so-called, can function only 
through cruelty. The only response to frustration and defeat, when 
they manifest themselves in aggressive behavior, is sadism. When a 
boy misbehaves, he must be beaten. When several boys run away from 
the process of being reformed, the school authorities have a field day 
when the juvenile culprits are apprehended, and the school director 
conducts a merciless public flogging—a ceremonial public flogging— 
of those who have been brought back to continue their reformation. 
There may be some exaggeration in Motley’s description of this public 
flogging, but the reports of the Osborne Association on the manage- 
ment of institutions for youthful delinquents still bear testimony to 
the belief of the school authorities in the efficacy of corporal punish- 
ment as a therapeutic agent in remaking young offenders. 


1See ‘‘Social Factors in Delinquency,’’? by George W. Henry and Alfred A. 
Gross. MENTAL HYGIENE, Vol. 24, pp. 59-78, January, 1940. 
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So, too, Mr. Motley may have exaggerated as to detail when he talks 
of the methods the police use in their control of a neighborhood. In 
all of the sorry procession through the pages of Knock on Any Door, 
there was only one humane policeman. One reform-school guard, com- 
pletely indifferent to the possibilities of influencing the behavior of his 
charges, was regarded by the boys with some charity because of his 
very indifference. The description of police methods in obtaining 
confessions is sickening. 

All of this is true, with some allowance—some very small allowance 
—for exaggeration and the degree of Mr. Motley’s righteous indigna- 
tion. But one forgets that those with whom the sadistic reform-school 
authorities and brutal police are dealing are themselves callous, them- 
selves sadistic, themselves utterly indifferent to the rights of others. 
The ecruelties visited upon Nick Romano and his ilk were at least 
partly due to their living without regard to the rights of others. For 
all that Nicky was badly used, how much consideration did he show 
for those whom he beat and robbed? What consideration did he show. 
for the men and women upon whom he bestowed his sexual favors? 
They were fair game, so far as he was concerned. Nicky’s world was 
one of dog eat dog. 

We cannot relieve Nicky of responsibility for his conduct because an 
oppressive society set agents and servants of the law who were faith- 
less and indifferent to their trust. We cannot throw up our hands in 
despair and say that poverty, sickness, and crime go hand in hand; 
that the criminal, like the poor, we will have with us always; and that 
the only answer to crime is brutality. If that were so, then the whole 
hope that society is under a moral obligation to be humanely intelli- 
gent in its dealing with crime and criminals is a vain thing. If we 
were to accept Mr. Motley’s counsel of despair, then we must forget 
that conditions in penal institutions, bad as they are, are incredibly 
better than they were a hundred years ago. 

It is a good thing that Mr. Motley has written this book. If it serves 
to make the general public more aware of a problem that affects all 
of us, it has done much more than serve for a time as an important 
novel. That this reviewer thinks it is. Knock on Any Door will cer- 
tainly bring to a larger circle of readers than those who resort to 
sociological studies and awareness of the fact that society has thus far 
found no certain answers to the age-old problems of poverty and 
crime. It will serve to let the man in the street know that the fist, 
the lash, the nightstick, and the lethal chambers furnish no solution 
to the problems we must face because the nation’s crime list is growing 
longer. 

All of the material that appears so regularly and discouragingiy 
in the probation reports and the case histories of the psychiatrists 











BOOK REVIEWS 465 


and sociologists are distressingly set forth in the life history of Nicky 
Romano: poverty, inadequate parents, meager education, juvenile 
institutions, negative employment record, graduation from petty 
crime to serious offense to capital crime. So, likewise, is society’s hope- 
lessness in the face of these set forth. The doctors have not yet found 
a cure for cancer or even for the common cold. It looks discouraging. 
Society has not yet found a cure for crime. But what Mr. Motley tells 
us may happen on any mean street should encourage us to work just 
so much harder. He has done a good job. 
ALFRED A. GRoss. 
Quaker Emergency Service, New York City. 


Unto THE LEAst oF THESE: SOCIAL SERVICES FOR CHILDREN. By Emma 
Octavia Lundberg. New York: D. Appleton-Century Company, 
1947, 424 p. 


Although the twentieth century, ‘‘heralded as the century of the 
child,’’ has seen the development of varied and impressive programs 
for child welfare, the author of the above book believes that the 
‘practice of child-care and protection in the United States is still 
in its early stages of development.’’ Miss Lundberg has gained her 
knowledge and perspective through a life spent in promoting social 
services for children. She was the first head of the Social Service 
Division in the early years of the United States Children’s Bureau, 
serving under its successive chiefs, Julia Lathrop, Grace Abbott, and 
Katharine Lenroot, with an interlude as consultant on the staff of 
the Child Welfare League of America. She has also participated in 
four White House Conferences on Child Welfare. Her closely packed 
book may serve as a comprehensive textbook on the history of child 
welfare and the types of social service for children available to-day. 

After three chapters of general orientation, definition, and discus- 
sion, in the next five chapters the author traces the historical develop- 
ment of child-welfare services from Colonial days up to the present. 
In the two succeeding chapters, she briefly sketches the biographies 
and life work of innovators who have made valuable contributions to 
the theory and practice of child care and protection. 

The types of social services for children that are recognized to-day, 
and that are subsequently considered in this book, are as follows: 

1. Case-work and guidance for children in their own homes, includ- 
ing those children who have difficulty in adjusting to home, school, or 
community ; those who need counseling on questions of education or 
employment; those who have physical or mental handicaps or who are 
antisocial or delinquent; those who require day care outside their 
homes; and those exposed to a destructive home environment, which 
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threatens their health and welfare, or exposes them to mistreatment 
or neglect. 

2. Child-protective services, including adoption investigations and 
supervision of children placed for adoption; guardianship investiga- 
tions by courts or by social agencies in behalf of courts; social services 
and legal action for the protection of children born out of wedlock; 
supervision of streets, public places, and commercial recreation, to 
maintain conditions safe for children and youth; and supervision of 
child-caring institutions, child-placing agencies, foster homes, mater- 
nity homes, and day-care centers. 

3. Day-care services in foster-family homes or day-care centers for 
children of employed mothers or others whose home conditions make 
day care necessary. 

4, Foster care in institutions or family homes under agency super- 
vision for children who need temporary emergency care; for children 
removed by court action from the custody and care of parents; for 
children made homeless by the death, disability, or desertion of their 
natural guardians; and for children whose physical conditions or 
personality traits may be corrected or improved by foster-care services. 

5. Social services as a part of other programs for children, including 
maternity homes, clinics, health centers, hospitals and convalescent 
homes, mental-health programs, visiting-teacher and school counseling 
services, and institutions for delinquents, mental defectives, and other 
children with special needs. 

Throughout her book, Miss Lundberg quotes the high standards that 
have been set for the organization and functioning of child-welfare 
services. These ideal goals are, however, achieved but slowly. Some 
of the factors that retard progress are agency prerogatives; vested 
interests ; inadequate provisions for a planned balance of varied serv- 
ices; fear of facing underlying causes, such as bad housing and 
industrial and other social conditions that undermine family life; 
and unwillingness to provide additional funds through contributions 
or taxation. Also, ‘‘we look complacently upon the injuries to a child 
that may come from the very methods of care that have been set up 
to protect him,’’ and ‘‘once an institution or social welfare agency 
has been set in an organization mold, it tends to remain static and 
self-satisfied.’’ It is only recently that attention has been given 
‘*to the prevention of child-dependency, neglect, and delinquency.’’ 
Altogether, ‘‘the picture of social welfare services available to chil- 
dren presents a chaotic view of developments in various sections of 
the country,’’ while in other areas such services are limited or non- 
existent. The goal of effort and planning must be health, educational, 
and social services ‘‘so interwoven dnd so well-balanced that every 
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child may have full access to all services that are essential to his full 
growth and development.’’ 

This book should be read by all members of the professional staffs 
of mental-hygiene and child-guidance clinics and of psychiatric insti- 
tutions in which parents and children are treated, for the purpose of 
gaining a better knowledge of child-welfare services and the ways in 
which these may be used in the treatment of patients and their families. 
The knowledge gained may also contribute to a better understanding 
of and better codperation with the child-welfare services that refer 
patients for study. For all those primarily interested in the field 
of social services for children, the book will serve as an authoritative 
and comprehensive text of great interest and value. 

Cuara Bassett. 


New York City. 


Man-Mape PLtaguE—A Primer on Neurosis. By William G. Nieder- 
land, M.D. New York: Renbayle House, 1948. 304 p. 


This volume is a readable one, directed to the layman, on the gen- 
eral subject of neurosis—what it is, what to do about it, and how to 
prevent it. The author announces his thesis early—that ‘‘fully 50 per 
cent of adults have varying degrees of psychoneurosis’’; that it is 
‘the most common medical condition”’; that it is ‘‘spreading more and 
more over the civilized world’’; and that, in contrast with most other 
diseases, it is ‘‘man-made.’’ The psychological health of America is 
declining markedly ; what to do? 

In Chapter IV (with a warning against self-diagnosis) Dr. Nieder- 
land discusses the symptoms, such as pain, fatigue, anxiety, insomnia, 
and psychosomatic disease. He then discusses the various types of 
neurotic. In Chapter VII, on the ‘‘ Avoidance of Neurosis,’’ he dis- 
cusses ways in which the individual may strive to bring about a more 
effective adjustment of himself to the demands of the environment— 
change of environment, retraining attitudes, bodily vigor, the develop- 
ment of a sound philosophy of life, relaxation, and the ‘‘will to 
change.”’ 

He devotes a chapter to psychoanalysis, and is dynamically oriented. 
He cautions that analysis, however, is not of universal applicability, 
and discusses the various other psychotherapeutic approaches. He 
emphasizes throughout the treatability of neurotic symptoms. 

The book is simple in style, clear and sound in general content. It 
can be read with profit not only by the neurotic, but by those who 
come into contact with him, as a means of gaining understanding of 
his difficulties. 

WINFRED OVERHOLSER. 
St. Elizabeths Hospital, Washington, D. C. 





468 MENTAL HYGIENE 


HYPNOTHERAPY: A SURVEY OF THE LITERATURE. By Margaret Bren- 
man and Merton M. Gill. New York: International Universities 
Press, 1947. 276 p. 

The contents of this book are: (1) pages 3-117, the re-issue, 
essentially unrevised, of the authors’ 1944 monograph entitled Hypno- 
therapy; (2) pages 121-191, four case histories published from the 
Menninger Clinic during the years, 1943-46; and (3) pages 195-253, 
a condensed version of the senior author’s experimental academic 
thesis of 1942. 

Since the title of the book indicates a survey of the literature, this 
review will begin with an examination of the bibliographies given. 
That of the monograph has a list of 295 titles, selected, the authors 
state, on a basis both of availability and of pertinence. Examina- 
tion of the list discloses that the total of 295 references is misleading, 
since its division into chapter bibliographies with consecutive num- 
bering has resulted in many duplications. For example, references 
No. 3, 41, 89, and 122 are identical, as are Nos. 32, 73, 219, 284, 
and 295. 

Even the pertinency of this bibliography may be questioned for 
three reasons. Cne is that the publications of the'charlatan, the 
untrained, inexperienced amateur, the theorist, and the well-trained 
extensively experienced clinician are often accorded equal importance. 
Nor do the authors indicate for the reader those references which 
could be considered the more informative and instructive. 

Secondly, in view of the title of the book, many of the references 
are of too general a character. Thus, in addition to references 
to hypnotherapy, works are listed on such topics as hysteria, medical 
history, the neuroses, abnormal psychology, physiology, group psy- 
chology, psychopathology, psychotherapy in general, and academic, 
experimental, non-therapeutic hypnotic studies. 

Even some of the references to hypnotherapy, because of their 
general character, are of questionable value so far as this book 
is concerned. For example, reference 174—Kardiner’s excellent 
book, The Traumatic Neuroses of War—is mentioned by the authors 
on page 58 and, in the very same connection, again on page 82. 
Consultation of this reference discloses (pages 213, 218, 219) that 
Kardiner makes the general statements that hypnosis is useful, if 
permitted, in the differential diagnosis of certain hysterical states; 
that rest, sedation, and hypnosis proved of value in fugues and 
amnesias; that group hypnosis can be used; and that hypnosis is 
best employed in combination with analytic procedure in early cases. 
He gives, for these statements, three source references, which Bren- 
man and Gill also list repetitiously as references 54, 55, 159, 161, 
162, 191, 192, and 226. 
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Also, the selection of references is not indicative of the literature 
available and pertinent. There has been a great increase since 1930 
in psychodynamically oriented hypnotic studies, both experimental 
and therapeutic. World War II gave a tremendous impetus to hypno- 
therapy, despite the authors’ statement to the contrary (page 58). 
A casual checking of Psychological Abstracts since 1935 discloses 
well over 200 references fully as pertinent and often more available 
than many of those listed by the authors. Despite these facts, and 
contrary to the authors’ avowed purpose (see page 51) to review 
the varieties of hypnotherapy currently used, more than half of 
the 135 references given for the chapter on therapeutic applications 
antedate 1930. Of those from which paragraphs are quoted in the 
chapter itself, four date from 1895, one from 1909, six from the 
years, 1920-27, and the remaining five are, respectively, from Freud’s 
autobiography, 1935; two general textbooks on psychotherapy, 1938 
and 1941; the authors’ own paper of 1943, given in full later in 
the volume; and Lindner’s book on hypnotherapy, 1944. 

Indeed, of the total list of 295 titles, only 134 date after 1930, 
and, if allowance were made for the duplications, the actual number 
would be considerably less. Even though the authors state that 
their purpose is to review the literature of the last fifty years, too 
much emphasis is placed upon outmoded non-dynamic use of hypnosis 
and too little attention is given to the extensive literature of the 
last twenty years upon psychodynamically oriented hypnotherapy. 

The bibliography for the four papers comprising the second part 
of the book lists 17 references. One of these is the first paper itself, 
one is a text published in 1901 on hysteria, two are Freud’s publi- 
cations on dreams, another is a psychoanalytical article on morbid 
food cravings, a sixth is an experimental study of the hypnotic state, 
and the other eleven are concerned with anorexia nervosa. 

Similarly, the bibliography of the academic thesis is without value 
to the student of hypnotherapy except in the matter of general 
background. 

In appraising the content of the monograph, this reviewer assumes 
that the hypnotherapist, in addition to an extensive and varied back- 
ground of training, ought to know something about hypnosis in gen- 
eral, both academic and experimental. In other words, a patient 
needing hypnotherapy ought not to be confronted by a therapist 
who needs to learn how to induce a trance in a normal person, what 
hypnotic phenomena may be elicited, and how to set about eliciting 
hypnotic behavior. Rather, this should constitute a part of the gen- 
eral background for the reading of a book on hypnotherapy. As 
an analogy, a textbook entitled, Chest Surgery: A Survey of the 
Literature, should not include a survey of surgery in general. 
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If this assumption is warranted, then three of the five chapters, 
exclusive of the final summary, belong preferably in a text on 
hypnosis in general. 

For example, Chapter II, Methods of Inducing and Terminating 
Hypnosis—actually mistitled, since there is no discussion of trance 
termination—considers the problem of inducing hypnosis in general, 
and the eliciting of characteristic normal hypnotic behavior. The 
induction of hypnosis in a normal person is one thing; the utiliza- 
tion of hypnosis for psychotherapy is an entirely different problem. 
The actual problems with which the patient confronts the therapist, 
both in inducing a trance and in utilizing the trance, are overlooked. 
Even the fact that hypnotherapy is an intensely psychodynamic 
experiential process for the patient is overlooked. Instead, this chap- 
ter is oriented about what the hypnotist says and does, various 
academic hypotheses, and instructions for the eliciting of general 
hypnotic phenomena. 

Similarly, Chapter III, Susceptibility to Hypnosis, deals primarily 
with the question of general susceptibility to hypnosis. Various 
experimental studies on hypnotic responsiveness, academic theories, 
and studies relating personality traits to hypnotizability are discussed. 

No real discussion is given of the types of patient susceptible to 
hypnotic therapy in contrast to susceptibility to hypnosis in gen- 
eral. General experience in psychotherapy will disclose that patients 
susceptible to hypnosis are not necessarily responsive to hypno- 
therapy. The types of personality problem, the degree of hypnosis, 
the stage of therapy indicating hypnotherapy, the special consid- 
erations and situations conducive to hypnotherapy, and the particular 
types of hypnotic phenomena most useful in hypnotherapy, are all 
left undiscussed, despite their pertinence in a book on hypnotherapy. 

Chapter V, The Theory of Hypnosis, is primarily a discussion of 
various theories of hypnosis in general, with no significant dis- 
cussion of hypnotherapy itself. 

Turning to those chapters that actually deal primarily with the 
medical use of hypnosis, the first chapter, The Historical Develop- 
ment of Hypnotherapy (12 pages), surveys chiefly the earlier out- 
moded non-dynamic use of hypnosis as an immediate direct agent 
of therapy. Even though the authors later stress the importance 
of a psychodynamiecally oriented hypnotherapy, no discussion is 
given of the experimental and clinical studies that constitute the 
foundation of this type of rational therapeutic hypnosis. Addi- 
tionally, there is an unnecessary inclusion of incidental controversies. 

The fourth chapter, Therapeutic Applications (40 pages, of which 
approximately eight are taken up by quoted material and two with 
a discussion of the suppositional dangers of hypnotherapy) is a 
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running general commentary on 135 references. However, no sig- 
nificant effort has been made to organize this commentary. For 
example, war neuroses, almost exclusively those of World War I, 
are briefly discussed or mentioned on pages 57-58, 69-71, 73-74, 
79-80, and 82. Seventeen references are mentioned a total of 26 
times. Thus, reference 159—actually a chapter in reference 191, 
which is also given as a reference—is cited a total of five times. 
Another version of this same reference, also a chapter in another 
book listed as No. 192, is given separately three times. Four para- 
graphs are quoted from these 17 references, but the actual source 
is indicated only twice. In no instance is there an adequate account 
of what those authorities actually did, and the interested reader 
will have to consult the original sources. 

In brief, the content of the monograph is primarily a running 
narrative upon who used hypnosis medically, particularly in the 
past; what the hypnotists said, did, and thought; general descrip- 
tions of hypnotic phenomena; various academic theories; the impor- 
tance of a psychoanalytic frame of reference; and a few inadequate 
accounts of hypnotherapy as a psychodynamically oriented experien- 
tial process for the patient. 

Of the second section of the book, three of the four single case 
histories constituting it demonstrate that hypnosis can be employed 
successfully in combination with psychoanalytic techniques for the 
psychotherapy of psychiatric patients. Unfortunately, however, the 
authors appear to be overdefensive about the importance of psycho- 
analytical concepts and formulations. Additionally, they readily 
ascribe special psychoanalytic significances to hypnotic phenomena 
even in the first paper, which is described in The Bulletin of the 
Menninger Clinic (vol. 7, p. 162, September-November, 1943) as 
a preliminary study for a projected program. 

Of the three cases, one was definitely helped, while the results 
with the other two were, respectively, equivocal and not too 
gratifying. 

The inclusion of the fourth case history in this book is question- 
able, since the patient refused to codperate (see page 179) for 
hypnotherapy, and the case report, therefore, concerns psychotherapy 
other than hypnotic. 

In none of these papers are adequate references made to available 
literature on hypnotherapy, even though such references would have 
made them much more informative. 

In appraising the senior author’s academic experimental thesis, 
which constitutes a fourth of the entire volume, this reviewer will 
accept the author’s own appraisal (page 250): ‘‘Whether or not 
further investigation would substantiate the specific findings of these 
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experiments or the hypotheses used to explain them seems to us of 
minor significance. It was [our purpose] .. . to illustrate a method 
of research, using hypnosis as a tool.’’ 

However much it may have contributed to the author’s educa- 
tion, it in no way contributes to a survey of the literature on 
hypnotherapy. 

For the reader interested in hypnotherapy, this reviewer recom- 
mends Wolberg’s outstanding book, Hypnoanalysis (mentioned as a 
valuable and important book in a footnote on page 87), Lindner’s 
Rebel Without a Cause (inadeq’tely described and summarized in 
one-half page), and Hypnotis» To-day by LeCron and Bordeaux, 
all published by Grune and Svcatton of New York. 

Minton H. Erickson. 

Wayne County General Hospital and Infirmary, 

Eloise, Michigan. 


Tue Srory or OLD Brut MarsHautu. By Horatio Pollock. Middle- 
burgh, New York: Middleburgh Publishing Company, 1948. 
250 p. 


The many readers of MenTaAL HyGIENeE who have followed with 
interest Dr. Pollock’s many scientific articles will be interested to know 
that he has written this relaxing little book of the early days in 
Schoharie County, New York. One suspects, however, that the author 
has not attempted to stray far from the field in which he was active 
for so many years, but rather has tried to show how a man can live a 
full and satisfying life guided by certain mental-hygiene principles. 

If these are the guides that the author has used in his own successful 
life, one might well give them heed. 

Hester B. CRUTCHER. 

New York State Department 

of Mental Hygiene, Albany 


Opiate AppicTion. By Alfred Lindesmith. Bloomington, Indiana: 
Principia Press, 1947. 238 p. 


Based on the study of ‘‘from sixty to seventy addicts’’ to opiate 
drugs, the author advances in Part I of this book what he calls a 
new theory of opiate addiction, the core of which is that one is not 
an addict unless one knows it. 

According to this theory, ‘‘addiction occurs only when opiates are 
used to alleviate withdrawal distress, after this distress has been 
properly understood or interpreted, that is to say, after it has been 
represented to the individual in terms of the linguistic symbols and 
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cultural patterns that have grown up around the opiate habit”’ 
(p. 165). ‘‘The essential process involved .. . is a linguistic’’ 
one (p. 166). Unless the user knows that he is a ‘‘dope fiend,’’ 
that he is ‘‘hooked’’ and is a ‘‘junker,’’ he is not an addict. 

‘*Children and animals cannot become addicts because they lack 
the ability to use and respond to the complex linguistic structures 
which have grown up in human society. . . . Infants of a year or 
two certainly do not become addicted, but a youth of fifteen can’’ 
(p. 168). 

In the process of unfolding his theory of addiction, Professor 
Lindesmith gives some good case histories and makes pertinent 
quotations from authorities on drug addiction. But this reviewer 
is unable to see anything new in the theory except the restrictive 
definition around which it is constructed. 

Opiate addiction, as generally understood, is made up of various 
factors, physical and psychological, that interact with one another 
to form a complex whole. The author probably realizes that there 
is something in the picture that cannot be explained fully by reaction 
to withdrawal symptoms or to semantics, for he says at the outset 
(p. 16) that the study is not based ‘‘upon the analysis of motives’’ 
and ‘‘is therefore in no sense a psychiatric study.’’ He neverthe- 
less takes issue with those who feel that nervous instability and 
underlying emotional factors are important. 

Part II of the book is devoted to a discussion of opiate addiction 
as a social problem. It contains some interesting information on 
the development of our attitude toward addiction and anti-narcotic 
laws. There is a chapter dealing with our handling of addicts in 
which important changes in methods are advocated. The author 
deplores the extreme criminalistic approach almost universally preva- 
lent in this country. He would treat addicts as patients and allow 
physicians to prescribe opiates for them. 

In support of such prescribing, it is stated that in England there 
is much less addiction than in the United States and scarcely any 
smuggling of narcotics. The author would be on firmer ground about 
the English comparison if he stressed the essential harmlessness 
of opium on behavior and stated that the English, realizing this, 
ignore most of the types of opium user that we brand as addicts. 
There is no sound basis for the English comparison as given. In 
fact, the number of physician-addicts that have been reported for 
England suggests that the number of opium addicts on a population 
basis may be larger there than it is here. 

LAWRENCE KOs. 

State Department of Mental Hygiene, 

Sacramento, California. 
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THe Practice or Group THERAPY. Edited by S. R. Slavson. New 
York: International Universities Press, 1947. 271 p. 


The contributions of S. R. Slavson and his associates constitute 
one of the important sources of our knowledge in the field of group 
psychotherapy. In previous publications, the methods and results 
of treatment achieved with patients treated under the auspices 
of the Jewish Board of Guardians have been reported. In this 
new book, edited by Mr. Slavson, an attempt has been made to 
view the problem of group psychotherapy on a broad perspective, 
based, in addition, on the experiences of other workers in the field. 

The first chapter, written by Slavson, deals with the general prin- 
ciples and dynamics of group psychotherapy. In the second chapter, 
activity group therapy with primary behavior disorders in children 
is evaluated by Saul Scheidlinger. The fourth chapter deals with 
activity group therapy with character deviations in children. This 
is followed by a discussion of the contraindications of group therapy 
for patients with psychopathic personalities. The reasons for the 
failure of group therapy with psychopathic personalities are 
evaluated. 

In Chapter 6, the treatment of a boy suffering from a behavior 
disorder is discussed by several of the authors. A case of a 
neurotic adolescent girl suffering from chorea is evaluated on the 
background of group psychotherapy by several workers. In Chap- 
ter 7, interview group psychotherapy with psychoneurotiec adults is 
discussed by Dr. Ackerman. Of especial interest are discussions on 
the application of group therapy to allergic patients by Dorothy W. 
Baruch and Dr. Hyman Miller; group psychotherapy for speech 
disorders by Dr. J. S. Greene; and didactic group psychotherapy 
with psychotie patients evaluated by Dr. J. W. Klapman. A chapter 
on activity group therapy with exceptional children is contributed 
by Mortimer Schiffer. 

In discussing group treatment, the authors object to the fact that 
organized activity, occupational therapy, and various recreational 
projects have often been labeled group psychotherapy. They point 
out—and rightly so—that the term ‘‘psychotherapy’’ must imply the 
principles on which true therapy is based. The purpose of psycho- 
therapy is to achieve intra-psychic changes, emotional release, and 
intellectual insight. Its aims are to relieve anxiety, to reduce hostility 
and aggression, and to make transference relationships possible. 
Needless to say, this can be achieved only by trained professional 
personnel. Slavson divides group therapy, as he employs it, into 
two types—the activity and the interview groups. The former is 
employed chiefly with children, the latter with adolescents and adults. 
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In the activity group, children are taught simple arts and crafts 
in a ‘‘permissive environment.’’ At the end of each session a meal 
is served. The children are allowed to behave as they please both 
during the session and at mealtime. In addition, trips to various 
institutions of interest are arranged. Numerous chances are afforded 
for the children to act out their impulses. Opportunities are given 
for attaining sublimation, achieving gratifying experiences, and 
receiving unconditioned love from adults who serve as parent sub- 
stitutes. The therapist is kindly, unpunishing, permissive, and as 
neutral as possible. The activity group allows spontaneous dis- 
charge of drives, reduces anxiety, cultivates self-reliance, and aids 
the development of relationships within the range of individual 
limitations. 

The interview group is employed with adolescents and adults. 
Discussion is paramount in this form of treatment. According to 
the authors, it aids the achievement of transference relationships, 
promotes catharsis, develops insight and ego strengthening, and 
affords reality testing. The patients are encouraged by the presence 
of other patients who suffer from symptoms similar to their own. 
The group supports each patient against the therapist because it 
dilutes his réle as the forbidding parent. By doing so, it offers 
the patients an opportunity to speak and to act more freely. Both 
the activity and the interview group afford a definite advantage 
over individual therapy in that these forms of treatment, by offering 
a setting in which interpersonal relations are tested, permit the acting 
out of impulses and aid socialization. 

Slavson points out that children consistently hostile to the indi- 
vidual case-workers and unable to relate to them on a positive basis 
for long periods of time have been observed to establish positive 
relationships in the group with relative ease. Group treatment is 
especially of value for the rejected child. In ‘the group setting, 
such children tend to develop a sense of belonging and acceptance. 
Motivated by the desire to emulate others and to win approval, 
they tend to improve their personal appearance and habits. With- 
drawal as a reactive pattern of the schizoid, overprotected child 
tends to disappear because of the stimulation of the sense of reality 
and object relationships supplied by the group. This is especially 
so because the group permits release of hostile aggressiveness with- 
out fear of retaliation. The group offers new models for identification 
and encourages the child to assert his individuality, an opportunity 
previously denied. 

Of especial interest is a brief chapter written by Dr. J. A. W. 
Van Ophuijsen, in which the distinguished psychiatrist speaks of 
the future of group psychotherapy. He visualizes group therapy 
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as incorporated in the teaching methods of the classroom of the 
average school, especially where personality difficulties are concerned. 
He believes that the incorporation of group psychotherapy in the 
curriculum would contribute to the prevention of behavior disorders 
on a large scale. In general, it would aid in the elimination of 
‘‘inner friction caused by misunderstood rivalry, competition, and 
resentment which as remnants of the past always threaten to vitiate 
the opportunities of the future.’’ 

The authors do not claim that group psychotherapy is a sub- 
stitute for individual treatment, but bring ample proof of the efficacy 
of this comparatively new form of treatment when employed in suit- 
able cases. The book is authoritative and merits careful reading. 

SAMUEL Paster. 

Veterans Administration Medical Teaching Group, 

Kennedy Hospital, Memphis, Tennessee. 


THE THEMATIC APPERCEPTION TEST: THE THEORY AND TECHNIQUE 
OF INTERPRETATION. By Silvan 8. Tomkins. New York: Grune 
and Stratton, 1947. 297 p. 

The thematic apperception test, referred to by its users as the 

T. A. T., is a test of imagination. It consists of twenty-nine pictures 


and one blank card. These are arranged into four sets, so that 
people of either sex, of various ages, and of higher or lower intelli- 
gence may be tested suitably. The subject may sit in a chair or 
stretch out on a couch; he may face the examiner, or may have his 
back to the examiner. 

The pictures are shown to a subject one at a time, and he is asked 
to tell a dramatic story about each one. He should describe what 
is happening in the picture, what has come before the event shown 
by the picture, and what the outcome may be. He is also asked to 
tell what the characters in the pictures are feeling and thinking. 
It is almost impossible for the examiner to write down every word 
as it is spoken. Therefore, recording is best done by a stenographer 
in the next room, or by a mechanical recording device. Or the 
subject may be asked to write his stories in ink. So far, Tomkins 
has found no significant differences between stories written and 
stories spoken, although some people are more productive with one 
method than with the other. 

The T. A. T. test is only about fifteen years old. This book is 
the publication of a series of lectures which the author delivered 
to a seminar on the diagnosis of personality. He considers the 
book to be a work book, not an expression of established doctrine. 
As a basis for his material, he analyzed the records of over three 
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hundred people of both sexes, ranging in age from five to fifty-five 
years. About two hundred of them were normal, one hundred were 
either psychoneurotic or behavior problems, and about ten were 
psychotic. 

The thematic apperception test is based on the well-known fact 
that when a person is confronted with an ambiguous social situation 
and is required to interpret it, he is likely to reveal his own per- 
sonality in the process. He tends to be less defensive, less self- 
conscious, when ‘‘telling a story’’ about a picture than if he is 
asked to talk about himself. Thus he is more likely to reveal much 
of his own inner life. 

In developing scoring methods to reveal the sensitive picture of 
the personality that Tomkins feels can be obtained from the T. A. T., 
he points out that since this test is used as an exploratory instru- 
ment, scorers do not know exactly what to look for. Most important, 
however, is the necessity to discover the logic revealed by the indi- 
vidual’s phantasy. Tomkins’ method is to score each story according 
to four main categories: vectors, levels, conditions, and qualifiers. 

By ‘‘vectors,’’ he means the psychological direction characteristic 
of behavior, striving, wishes, cathexes (charges of mental or emo- 
tional energy investing an idea or object), or feelings. For example, 
in the sentence, ‘‘The small boy hates to play his violin,’’ the word 
‘‘hates’’ illustrates the vector against by revealing the boy’s strong 
feeling against playing his violin. Another vector, from, is illus- 
trated by the words ‘‘to play,’’ since that is the kind of behavior 
in which one engages to get something ‘‘from’’ a violin. 

By ‘‘levels,’’ Tomkins means the plane of psychological activity 
involved in the story. One person might spend most of his words 
describing objects in the picture; another would talk about events, 
or about what the people are doing, or emphasize the feelings, memo- 
ries, dreams, or wishes of the characters in the stories. These are 
some examples of different levels of mental activity. 

By ‘‘conditions,’’ the author means any psychological, social, or 
physical state mentioned. The subject might speak of loss, or danger, 
or abundanee, gifts, security, intoxication, and so on. Any of these 
would be classified as ‘‘conditions.”’ 

Qualifiers such as duration of time (is the story about the present, 
the past, the future?) should be mentioned. Is the event of short 
duration, or spread over a long period? Is the event certain or 
uncertain? How intense is the feeling displayed by the char- 
acters? And so on. 

After scoring, the examiner is ready to interpret the meaning of 
the stories. The use of the T. A. T. demonstrates the applicability 
of long-accepted canons of inference to picture-provoked phantasy. 
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The stories express the individual’s values, his threats or fears in 
life. The examiner must look for evidence of variable and invariable 
elements of the subject’s personality as revealed by the character- 
istics, feelings, and behavior of the people in his stories. A person’s 
record also will show the conditions necessary for success or failure 
in his work and in other important regions of his life. 

Tomkins says (p. 55), ‘‘The determination of the relationship 
between story and storyteller is the keystone of interpretation.’’ 
This relationship can never be simple, since personality is such a 
complex structure. In talking about the lives of people in the pic- 
tures, the subject may reveal parts of his own past, his present 
actions, and his hopes and expectations for the future. Often he 
tells some of his intimate feelings and wishes as well. There is 
evidence that at least 30 per cent of the T. A. T. reflects one’s 
past history, and that usually every mental and emotional level of 
a personality shows up somewhere in the T. A. T. record. Even 
repressed and suppressed thoughts and feelings find their way into 
the imaginative stories given in this test. 

Frequently, although several levels of thought and action are 
reflected, there will be sufficient repetition or emphasis of one level 
to show which is most frequently used by the subject. For example, 
one person may engage mostly in dreams, memories, inner feelings, 
or visions of the future. Another may devote his mental energies 
to simple activity, as a boy plays a violin, then goes out and plays 
ball. Or a man is plowing a field; soon he goes in and eats dinner, 
sits down to rest, and later goes to bed. Another person may have 
strong feelings about everything and be happy, encouraged, or 
depressed and upset by each event in his life. There are many 
other variations of the way in which people use their mental and 
emotional energies, and in the levels of life on which they customarily 
operate. 

Some people shift from one level to another in their stories. One 
may start with a wish, think out a way to make it come true, and 
then act to achieve the goal. Another may think about ways to 
make his wish come true, but give up the idea before acting upon 
it. Others may have strong, ungratified wishes and never be able 
to realize them in real life. Some people are aware of what causes 
their wishes, feelings, or acts. Others feel depressed, anxious, opti- 
mistic, and so forth, without understanding why. Possibly every one 
has a certain amount of repressed or suppressed feeling about past 
events. In some, this repressed material causes tension, anxiety, fear, 
feelings of guilt or antagonism, or other feelings that may be destruc- 
tive or frustrating to the happy and successful outcome of their 
lives. ‘‘The T. A. T., because of its sensitivity in eliciting repressed 
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material, offers a unique opportunity for the investigation of the 
mechanism of repression’’ (p. 72). 

Tomkins presents the theory that wishes exert a certain amount 
of pressure, and that there is only a certain amount of pressure 
available to the personality. Thus, the more pressure exerted by 
one wish or need (repressed or otherwise), the less mental or emo- 
tional energy is left over for other purposes. If there were a conflict 
between two wishes of high pressure, each wish involving half of 
the total pressure of the personality, this would be the equivalent 
of civil war within the individual. Whether repressed material will 
come out in response to T. A. T. pictures depends on whether the 
pressure for release is stronger than the pressure to repress. 

As Tomkins says, this doctrine is contrary to contemporary opinion, 
which attributes serious pathogenic potentialities to material that 
is deeply repressed. Rather, he believes that the deeper the repres- 
sion, the less will be the conflict. As the balance between the two 
opposing forces approaches equality, the repressed wish is likely to 
return to consciousness, and the personality as a whole is at that 
time more likely to be generally disturbed by it. 

It is difficult to measure these two forces, repressed and repressing. 
For example, a special state like intoxication might release the inhibi- 
tions of one person and might not be relaxing enough to free others 
who seem to have inhibiting forces of about the same strength. It 
is believed, however, that the T. A. T. is a good indicator of repres- 
sion because the imaginative productions more satisfactorily reveal 
repressed feelings and wishes than do more direct methods of 
examination. 

One of the most significant indicators of the release of repressed 
or suppressed material is the degree of remoteness shown by the 
story. Significant indicators are remote time like the distant past 
or future; unreal characters; location in a distant country or on 
another planet; use of mental levels of dreams, memories, wishes, 
or special states like intoxication from alcohol or drugs, extreme 
states of fatigue, anxiety or frustration. 

The T. A. T. ‘‘provides a valuable technique for assaying, with 
more precision than we could before, the exact relationships obtain- 
ing between the personality of the child as it is formed in the family 
setting and the adult personality’’ (p. 109). There is a direct rela- 
tionship between the importance of the parent in one’s life and the 
number of adults in the pictures who are interpreted as parents 
rather than as other adults. Likewise, the importance of the family 
is shown by the number and length of family stories, and the feelings 
portrayed in them. The story-teller also reveals the influence, or 
lack of influence, of one or both parents on his own personality. 
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‘‘Parental impact is a complex resultant of parent-child interaction’’ 
(p. 114). 

Adjustment in the area of love, sex, and marital relationships 
may be crucial to the individual’s total adjustment. What do his 
stories reveal regarding the réle he wishes or expects to play, and 
what does he expect from his love object? He may wish to be 
respected, or to be submissive to a loved one. He may want to 
dominate, or to be dependent. He may prefer a companionship 
in which experiences are shared. Do the stories tell of a disruption 
in the love relationship? Is there hope of reconciliation or does 
the upset threaten his whole personality, possibly leading to insanity 
or death? Can the hero seek a new love object, or is he tied to 
the old influence by sorrow or guilt? Many varieties of sexual needs 
and relationships are mentioned in T, A. T. stories. References to 
the personal emotional life of the individual must be related to 
the entire record to understand the meaning of phantasy produc- 
tions in this area. 

Many forms of antisocial feelings show as deeds or wishes of the 
hero in T. A. T. stories. Jealousy, the desire to be like others, the 
wish to have what others have, may incite one to want to steal or 
even to murder. To be rejected by others, or to feel inferior to 
others, often leads to antisocial behavior. Does the hero of the 
story commit the act alone or with an ally? Does he accept respon- 
sibility for the crime, or does he think that he is really innocent, 
or not responsible because he was insane or intoxicated? Is the 
hero punished? Does he see the connection between the crime and 
the punishment? Does he suffer feelings of remorse, does he reform? 
Tomkins says that antisocial behavior in the T. A. T. stories usually 
represents suppressed or repressed material. In interpretation, the 
analyst must be careful not to think that the expression of anti- 
social behavior in the record is actual behavior of the individual 
unless other evidence of that fact is available. 

Tomkins includes a very fine chapter on the analysis of work 
needs and vocational setting. What conditions are necessary for a 
person to work at all? Which conditions use his best energies, 
which inhibit or seriously interfere with good work? What mean- 
ing has work for the individual? Does he work to avoid an unpleas- 
ant or frustrating condition like poverty, rejection, or feelings of 
inferiority? Or does he work to excite applause, to excel a rival, 
to help others, to become famous, or to create something of lasting 
value and beauty? How does one’s actual living match one’s day- 
dreams and desired goals? How important is the work region com- 
pared with other important areas of his life? 

The final chapter of this book deals with diagnosis and psycho- 
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therapy. Like any other effective therapeutic instrument, the T. A. T. 
must be used with caution, as it may cause shock, intensify anxiety, 
or even precipitate acute attacks if it is given to patients who are 
unable at the time to handle anxiety-ridden material. The T. A. T. 
is a relatively economical method of exploration of the patient’s 
condition before therapy, Tomkins says. It reveals covert or uncon- 
scious antisocial wishes which are generally sexual or aggressive 
in nature. These are not the things that a patient can tell easily 
in an interview. The reading back of a series of a patient’s stories 
to him will sometimes start a flood of memories that release pent-up 
emotions and may give him some insight into the causes of his 
anxiety. Sometimes a child will reveal specific causes of his fears 
in his T. A. T. stories. In addition, the T. A. T. record may be 
helpful in directive therapy, since it provides clues as to the reasons 
why patients are disturbed. 
HELEN OEXLE PIERCE. 

West Hartford, Connecticut. 


THE PsycHoLogy or HUMAN DIFFERENCES. By Leona E. Tyler. New 
York: D. Appleton-Century Company, 1947. 420 p. 


The Psychology of Human Differences, as the author points out 
in the preface, is a ‘‘book for thoughtful students—in and out of 
college classrooms.’’ It presents modern research in the field of 
differential psychology in a well-organized, easy-to-read form. Start- 
ing out with the assumption that prevailing beliefs about individual 
differences have been determined by factors that have had little 
or nothing to do with scientific research, Tyler has attempted to 
relate research findings to these beliefs, either to substantiate or 
to disprove them. 

The book is divided into four sections, with varying numbers of 
chapters in each section. Part I is devoted to the field of differential 
psychology, with emphasis on the human characteristics in which 
differences have been measured and the techniques by which these 
measurements have been made. In Part II, dealing with the major 
group differences, chapters are devoted to sex, race and nationality, 
class, and age differences. There is one chapter on the feebleminded, 
one on the genius, and an introductory chapter explaining the 
methods used to determine group differences. 

An analysis of the factors related to individual differences makes 
up Part III. Among the topics discussed are the relationship of 
mental to physical characteristics, the effect of practice, and the con- 
tributions of heredity and environment to individual differences, 
with emphasis on studies of family relationships, twins, and foster 


children. 
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In the final division, Part IV, there is an appraisal of the indi- 
vidual. This consists of a discussion of the measurement of aptitudes, 
a search for basic traits, such as primary mental abilities and basic 
personality traits. The final chapter of the book, Differential Psy- 
chology—A Backward and Forward Look, summarizes the impor- 
tance of the work that has been done in this field since the turn 
of the century and points out certain pitfalls which the differential 
psychologist has learned to avoid as a result of past errors. 

At the end of each chapter there is a bibliography of the books 
and scientific articles referred to in that chapter. Important research 
studies are reported in enough detail to make it unnecessary for 
the reader to go to the original sources to get the fundamental facts 
about methodology and the results obtained. 

There are 49 tables and 47 figures reproduced from original sources 
to illustrate some of the longer and more important studies. A brief 
summary of the outstanding facts presented in that chapter is given 
at the end of each chapter. These summaries are especially helpful 
to students in codrdinating the research material presented, in seeing 
the bearings on the main topics, and in getting the main implications. 

A book on differential psychology cannot be thoroughly under- 
stood without some knowledge of statistical terms and their inter- 
pretations. No author can presuppose this knowledge on the part 
of undergraduate students, and certainly not on the part of a lay 
reader. It is, therefore, essential to present the statistical back- 
ground that will be needed for an adequate understanding of the 
studies reported in the book. 

One of two possible methods of presentation might be used. Sta- 
tistical methods could all be discussed together, in an early chapter 
of the book, or they could be presented as they were needed. The 
author has selected the latter method. This seems to be a wise 
choice, since too much emphasis on statistics at the beginning of 
the book might easily dampen the reader’s enthusiasm for going 
further. The analysis of sampling, in Chapter 3, is especially clear 
and well presented. 

Chapter 1, Development of the Basic Philosophy, and Chapter 16, 
Differential Psychology—A Backward and Forward Look, give an 
excellent orientation to the whole problem of individual differences. 
With one chapter at the beginning and the other at the end of 
the book, the reader starts off and finishes with a clear-cut concept 
of what the differential psychologist is attempting to do and how 
successfully he has reached his goal. 

The chapters on differences between men and women, race and 
nationality differences, class differences, and age differences give 
excellent summaries in concise form of the vast amount of research 
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that has been done in these areas. The chapters relating to the 
feebleminded and the genius are especially valuable, not only because 
of the splendid selection of the research studies reported, but pri- 
marily because of the emphasis placed on the problems confronting 
these two groups. 

In Part III, Factors Related to Individual Differences, emphasis 
on the effect of practice may lead the reader to conclude that this 
is as important in determining individual differences as are heredity 
and environment. The chapter on the contributions of hereditary 
and environmental factors to individual differences seems to this 
reviewer to be the least interesting in the book, since much of the 
material presented and the arrangement of that material follow so 
closely the pattern of many other texts. There is less originality 
of treatment here than in the rest of the book. 

In summary, Tyler’s The Psychology of Human Differences is an 
excellent text for students who are primarily interested in supple- 
mentary reading for a course in general psychology and as a readable 
and teachable text for courses in differential psychology. It presents 
an adequate sampling of the research work in the field, to substan- 
tiate the statements made and to eliminate the necessity of going 
to original sources for this material. 

On the other hand, it does not give so much data from research 
studies that a lay reader or a beginning student would feel over- 
whelmed by the very weight of the material. The writer has struck 
a happy balance such as is far too infrequently achieved in college 
textbooks in the field of psychology. 

EvizABETH B. HvuRLOCK. 

New York City. 


How Lire Is Hanpep On. By Cyril Bibby. New York: Emerson 
Books, 1947. 157 p. 


In this book for children and younger adolescents, the British 
authority, Cyril Bibby, puts into application the principles he so well 
set forth in his Sex Education: A Guide for Parents, Teachers, and 
Youth Leaders.' The material in the present text is accurate, and 
presented in an interesting way. Emphasis is placed upon a proper 
vocabulary for sex; terms appear in capital letters, with adequate 
definitions in context. The author’s style is conversational and hence 
quite readable. The subject is simply, naturally, and casually 
presented. 

Considerable emphasis is placed on biological material, of course. 


1 Reviewed in MENTAL HYGIENE, vol. 31, pp. 659-62, October, 1947. 
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After a chapter on ‘‘ What Is Life?’’ and another describing animals 
at birth, there are five chapters presenting the facts of reproduction 
in animals and man. Chapters on courtship and family life pertain 
largely to lower animals, though reference is made to human activity. 
There is, however, a chapter on ‘‘Learning to Live,’’ which is an 
excellent, though simple, summary of maturation and learning in 
the experience of the human being. This is followed by a good 
chapter on the significance of adolescence, and by another that pre- 
sents the mechanism of inheritance. 

A chapter on the declining birth rate, which sets forth some of 
the social significance of the changing age composition of our society, 
is an interesting innovation in books of this sort for children. 

The final chapter in the book presents a series of questions that 
children commonly raise, together with answers that serve to review 
the major points of the text. An appendix lists a series of things 
to do or experiments to perform to illustrate the points of each 
chapter. ‘There is an annotated list of other books to read, a list 
of American films, and a glossary. While the book can be handed 
to individual children to read, it is admirably suited to group study, 
and indeed might well be used in mixed groups. 

The book is fully illustrated; scarcely a page is without its sketch 
or drawing. The schematic diagrams are especially good. They are 
well chosen, clearly drawn, and simplified to accent the particular 
point to be made. There are a number of sketches other than 
diagrams, apparently to serve as general interest illustrations. These 
are inferior to the diagrams in execution and add nothing to the 
text. One wonders why writers of books like this almost always 
include pictures of sentiment—whether there is any evidence that 
such pictures actually contribute anything to the child reader’s 
interest or comprehension. 

This volume is a distinct contribution to the literature of sex 
education and will be useful to many parents. It carries forward 
the high-level contribution made by the author in his earlier work. 


Date B. Harris. 
Institute of Child Welfare, University of Minnesota. 
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ANNUAL MEETING OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


The One Hundred and Fifth Annual Meeting of the American 
Psychiatric Association was held in Montreal, Canada, May 23-27. 
Over 3,000 persons registered, including members and non-members. 

The general sessions and round-table meetings that made up the 
program covered the usual wide range of subjects, touching upon 
practically every aspect of psychiatric concern—from psychoanalysis 
to shock therapy, from child guidance to the care of the aged, from 
the treatment of the individual to international psychiatry. A joint 
session of the association’s section on psychoanalysis and the Amer- 
ican Psychoanalytic Association considered ‘‘The Réle of Psycho- 
analysis in Various Aspects of Medical Education.’’ There was a 
symposium on alcoholism at which the earliest member of Alcoholics 
Anonymous, who was present by invitation, gave an inside account 
of the origin and development of the society. Military and legal 
aspects of psychiatry, problems of hospital administration, research, 
psychiatric social service, and private practice in psychiatry were 
among the other subjects of section meetings. 

Dr. William C. Menninger, president of the association for the 
year 1948-49, presided at the annual dinner, which was held in the 
Windsor Hotel on May 25. The dinner was the occasion for the 
announcement of the winners of two awards—the Lester N. Hofheimer 
Research Award, of $1,500, for an outstanding research accomplish- 
ment in the field of psychiatry and mental hygiene by a psychiatrist 
under forty years of age; and the Mental Hospital Achievement 
Award, consisting of a citation and an honorarium of $250, for the 
development of outstanding methods and practices for improving 
the treatment and care of mental patients under adverse circum- 
stances. Both awards were presented for the first time this year. 

The Hofheimer Award went to Dr. Benjamin Pasamanick, who 
is in charge of the Children’s Service of the Division of Psychiatry, 
Kings County Hospital, Brooklyn, New York. He is also associate 
in psychiatry at the Long Island College of Medicine. He received 
the award for his paper, A Comparative Study of the Behavior and 
Development of Negro Infants, which appeared in the September, 
1946, issue of the Journal of Genetic Psychology. The work upon 
which the paper was based was done at the Yale Clinic of Child 
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The Mental Hospital Achievement Award was split three ways, 
going to Dr. J. F. Bateman, Superintendent of the Columbus State 
Hospital, Columbus, Ohio; Dr. H. W. Sterling, Manager of the 
Veterans Administration Hospital at North Little Rock, Arkansas; 
and Dr. Walter E. Barton, Superintendent of the Boston State Hos- 
pital, Boston, Massachusetts. 

Dr. Menninger was succeeded as president of the association by 
Dr. George 8S. Stevenson, Medical Director of The National Com- 
mittee for Mental Hygiene, who will hold the office until the next 
annual meeting. Dr. John C. Whitehorn, Psychiatrist-in-Chief, Johns 
Hopkins Hospital, Baltimore, was chosen as president-elect. Dr. Leo 
H. Bartemeier, of Detroit, was reélected as secretary, and Dr. Howard 
W. Potter, of the Long Island College of Medicine, Brooklyn, New 
York, as treasurer. 

The next meeting of the association will be held in Detroit, Michi- 
gan, May 1-5, 1950. 


ANNUAL MEETING OF THE AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 


The American Orthopsychiatrie Association held its Twenty-sixth 
Annual Meeting at the Hotel Stevens, Chicago, April 4, 5, and 6, 1949. 
The total registration was 1,571, including 229 members, 1,253 non- 
members, and 89 guests. Among the subjects discussed at the various 
sessions were ‘‘Education for Emotional Insight in a World in 
Crisis,’’ ‘‘The Problem of Occupational Choice,’’ ‘‘ Psychologie 
Approaches to Personality Study,’’ ‘‘Problems Met in the Resident 
Treatment of Children,’’ ‘‘The Stranger in the Group,’’ ‘‘ Approaches 
to a Preventive Psychiatry,’’ and ‘‘Group Approaches to Problems 
of the Individual.’’ The Presidential Address, delivered by Dr. 
Samuel J. Beck at the annual dinner, April 5, was on the subject, 
‘‘The Frontier Within.”’ 

The officers elected for the year 1949-1950 are: President, Marian 
McBee, of The National Committee for Mental Hygiene, New York 
City; Vice President, Dr. Marian C. Putnam, of the James Jackson 
Putnam Children’s Center, Roxbury, Massachusetts; Secretary, Dr. 
Morris Krugman, of the New York City Board of Education; and 
Treasurer, Dr. James M. Cunningham, of the Children’s Center of 
Metropolitan Detroit. Dr. H. Whitman Newell, of the Department 
of Psychiatry, University of Maryland, was chosen as president-elect. 

The next annual meeting of the association will be held at Haddon 
Hall, Atlantie City, February 22, 23, and 24, 1950. In 1951, the 
meeting will be in Detroit in the third week of February, the exact 
dates not yet determined. 
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A Menvtat-Hospitau Institute HELD IN PHILADELPHIA 


A five-day mental-hospital institute, called by the American Psy- 
chiatric Association for the purpose of considering what practical 
steps can be taken now to improve the treatment and care of mental 
patients, was held in Philadelphia, April 11-15. The meeting, which 
took place at the Institute of the Pennsylvania Hospital, was attended 
by officials from 37 states and five Canadian provinces, including 
representatives of public and private mental hospitals, Veterans 
Administration hospitals, federal, state, and provincial government 
bureaus, and mental-hygiene and other professional societies. Dr. 
Daniel Blain, Medical Director of the American Psychiatrie Associa- 
tion, was in charge of the program. 

The institute curriculum, which was divided into one- and two-hour 
sessions over the five days, provided four main study sections—one 
on administration problems, one on community-aid problems, one on 
personnel problems, and one on clinical problems—each under the 
direction of psychiatric and mental-hospital authorities. 

Special features of the program were a dinner meeting on the first 
day; a visit to the Governor Bacon Health Center, Delaware City, 
Delaware, where the group were entertained,at dinner by Dr. Mesrop 
A. Tarumianz, Superintendent of the Delaware State Hospital; and 
a luncheon meeting on the last day. 

As Dr. Blain stated in his preliminary announcement, the institute 
marked a fresh approach to the problems of mental hospitals. Busy 
as they are, these hospital superintendents and officials were willing 
to devote a week of their time to exchanging experiences, to probing 
ideas, to finding out what can be done now, under existing circum- 
stances, to counter the effect on patient care of such handicaps as 
overcrowding, personnel shortages, administrative complexity, lack 
of community support, and related difficulties. 

Widespread efforts in recent years to awaken the public conscience 
to the needs of our mental hospitals have been all to the good, Dr. 
Blain said, and these efforts must be intensified. Yet the fact must 
not be overlooked that scores of hospitals, by dint of superior skill 
and effort, are boosting recovery rates for their patients to a point 
far in excess of what the public generally believes; nor is their success 
necessarily due to their having greatly increased financial support 
at their command. The aim of the mental-hospital institute was to 
bring their techniques to light for the benefit of all. 


NATIONAL INSTITUTE OF MentaL HEALTH ForMALLY ESTABLISHED 


The National Institute of Mental Health, authorized by the National 
Mental Health Act of 1946, was formally established on April 1, 1949. 
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The Division of Mental Hygiene was abolished and all its functions 
and personnel were transferred to the new institute. Dr. Robert H. 
Felix, formerly Chief of the Division of Mental Hygiene, is director 
of the institute, serving under the general supervision of Dr. R. E. 
Dyer, Director of the National Institutes of Health. The headquarters 
of the National Institutes of Health are in Bethesda, Maryland, but 
the offices of the Institute of Mental Health will remain in Washington 
for some time. The National Advisory Mental Health Council and 
its committees have the same relationship to the new institute as 
they formerly had to the Division of Mental Hygiene. 

The other institutes that make up the National Health Institutes 
are Cancer, Heart, Dental Research, Experimental Biology and Medi- 
cine, and Microbiology. 


ADELPHI COLLEGE OFFERS ADVANCED PROGRAM IN PSYCHIATRIC 
NURSING 

An advanced program in Psychiatrie Nursing will be offered at 
Adelphi College, Garden City, N. Y., in September, 1949, to regis- 
tered professional nurses. The program will be available to nurses 
who hold a Bachelor of Science degree or who have had equivalent 
experience. Those who hold a B.S. degree will be given preference. 
Qualified candidates will receive a Master of Science degree at the 
completion of the course. The educational background of each student 
will be carefully studied to ascertain that she has the preparation 
necessary for successful participation in the program. 

The advanced program in psychiatric nursing will be offered as an 
extension of the school of nursing at Adelphi and in coédrdination with 
the graduate school of social work. Its purpose will be to select regis- 
tered professional nurses who evince an interest in and an aptitude 
for psychiatric nursing. 

Applicants interested in the new program should apply to Regis- 
trar, Advanced Program in Psychiatrie Nursing, Division of Graduate 
Studies, Adelphi College, Garden City, N. Y. 


CoNNEcTICUT TO ExPpAND Its MENTAL-HEALTH PROGRAM 


The state of Connecticut is planning to use funds available under 
the provisions of the National Mental Health Act to expand its mental- 
health program. To assist in the planning, Dr. Stanley H. Osborn, 
state health commissioner, has appointed an advisory committee of 
leaders in the fields of psychiatry, health, juvenile problems, social 
work, and education. Dr. Elias J. March, Jr., of Hartford, Acting 
Director of the Bureau of Mental Hygiene, Connecticut State Depart- 
ment of Health, will direct the program. The members of the advisory 
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committee are Dr. George K. Pratt, of Hall-Brook Sanitarium, West- 
port; Dr. Frederick C. Redlich and Ira V. Hiscock, of the Yale 
University School of Medicine, New Haven; Dr. Edgar C. Yerbury, 
of the Connecticut State Hospital, Middletown; Dr. Alfred L. Burg- 
dorf, Hartford health officer; Judge Thomas D. Gill, of the state 
juvenile court; Miss Dorothy Baker, of the New Haven Family 
Service; Miss Mildred Stanton, of the state department of education; 
and Mr. Wilmot T. Fiske, of the Bridgeport Mental Hospital Society. 


‘“PsycHIATRIC AIDE OF THE YEAR AWARD’’ 


For successfully eliminating restraint practices in the care of the 
mentally ill patients in his care, and in recognition of the outstanding 
devotion and service shown in the discharge of his duties, Roland J. 
Brand, an attendant at the Milwaukee County Asylum, Milwaukee, 
Wisconsin, has been named as recipient of the ‘‘Psychiatric Aide of 
the Year Award”’ for 1948. Mr. Brand received a cash prize of $500 
and a citation. 

Every mental hospital in the country, public or private, was 
given an opportunity to nominate the attendant or psychiatric aide 
on its staff who had turned in the most meritorious performance 
during 1948. In all, more than 15,000 eligible candidates were con- 
sidered by hospitals throughout the country before the final selections 
were made by a board of judges, prominent in the field of mental 
health. 

Five other candidates who reached the finals in the competition 
were cited for honorable mention. They received $50 awards and 
appropriate citations for their exemplary performances in the care 
of the mentally ill. They are: Mrs. Elizabeth Guy, St. Elizabeths 
Hospital, Washington, D. C.; Mrs. Zella Bauer, Chicago State Hos- 
pital, Chicago, Illinois; Joe Collins Hisle, Jr., Veterans Administra- 
tion Hospital, Lexington, Kentucky; John Robert Hull, Ypsilanti 
State Hospital, Ypsilanti, Michigan; and Thomas R. Cobb, Jr., Vet- 
erans Administration Hospital, Roanoke, Virginia. In addition, all 
other candidates entered in this aide’s competition were presented 
with token awards of Parker ‘‘V-S’’ pen-and-pencil sets and certifi- 
cates of merit in recognition of their achievements. 

Brand, winner of the top award, who is fifty-seven, joined the 
attendant staff at the Milwaukee County Institution in January, 1935. 
In seconding Brand’s nomination by his fellow employees, Dr. Ralph 
M. Fellows, medical director of the institution, stated: 

‘‘His greatest accomplishment—that of taking 32 patients out of 
restraint, some of whom had been in restraint for years—followed 
a visit to the Manteno (Illinois) State Hospital, where the use of 
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restraints had been abandoned by state law many years ago. While 
observing practices there, he wrote back to the hospital here, stating 
he saw no reason why restraint could not be removed from the 
patients here. 

‘‘At the time of his return from Manteno there were 32 patients 
on his ward who were in full mechanical restraint. Every one of these 
patients was released on the first day he was back on duty. The doctor 
in charge issued a standing order for sedatives if they should be 
needed, but so far that order has never been filled. This transition 
was made possible because of Brand’s overwhelming concern for his 
patients as fellow human beings.’’ 

‘‘The Psychiatric Aide of the Year Award’’ was established in 1947 
by the National Foundation for Mental Health as part of its campaign 
to encourage the adoption of higher standards of care in mental hos- 
pitals, and this year was made in codperation with the Catherwood- 
Kirkbride Fund for Research in Psychiatry, which is directed by 
Cummins Catherwood and Morton Jenks, of Philadelphia. 

The board of judges for the award included: Dr. Robert H. Felix, 
Medical Director and Chief, Mental Hygiene Division, U. S. Public 
Health Service; Harriett J. Smith, Des Moines Register and Tribune ; 
Mary Jane Ward, author of The Snake Pit; George Ault, Executive 
Director, Washington [State] Society for Mental Hygiene; Robert M. 
Cunningham, Jr., Editor, The Modern Hospital; Lela S. Anderson, 
R.N., Nursing Consultant of the American Psychiatric Association ; 
and Dr. Robert L. Sutherland, Director of the Hogg Foundation for 
Mental Hygiene, Austin, Texas. 


ARTICLES OF ASSOCIATION OF THE WORLD FEDERATION FOR 
MentTAL HEALTH 


The World Federation for Mental Health, which was founded in 
London last August at the time of the International Congress on 
Mental Health, has adopted the following articles of association : 


ARTICLES OF ASSOCIATION 
NAME 


1. The corporation (hereinafter referred to as the Federation) which 
is hereby formed in accordance with Articles 60 onwards of the Swiss 
Civil Code and which shall be governed by such Articles and by the 
following Articles, shall be named: World Federation for Mental 
Health. 

PURPOSES 
2. The purposes for which the Federation is formed are as follows: 
(a) To promote among all peoples and nations the! highest possible 
level of mental health (which term wherever used in these 
Articles shall be deemed to include mental health in its broad- 
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est biological, medical, educational and social aspects), and in 

furtherance thereof: 

(1) To codperate with the United Nations Economic and 

Social Council; the United Nations Educational, Scientific 
and Cultural Organisation; the World Health Organisa- 
tion; and such other agencies of the United Nations as 
may be appropriate in so far as they are promoting mental 
health ; 
To establish and maintain effective collaboration with 
governments, governmental agencies, professional groups 
and such other corporations, organisations, groups or indi- 
viduals as may be deemed appropriate ; 

(3) To propose conventions, agreements and regulations, and 
to make recommendations with respect to mental health; 

(4) To promote codperation among scientific and professional 
groups which contribute to the advancement of mental 
health ; 

(5) To foster the ability to live harmoniously in a changing 
environment; 

(6) To promote and conduct scientific research, surveys and 
demonstrations in the field of mental health; 

(7) To encourage improved standards of training in the pro- 
fessions concerned with mental health; 

(8) To provide information, counsel and assistance in the field 
of mental health; and 

(9) To assist in developing an informed public opinion among 
all peoples on matters relating to mental health. 

As means to the foregoing ends: 

(1) To encourage and promote in all countries of the world 
the establishment of appropriate means of study and action 
within each nation and of communication between the 
nations with respect to the advancement of mental health; 

(2) To encourage individuals, groups, corporations and organ- 
isations throughout the world interested in improved 
mental health to submit pertinent information and recom- 
mendations to the Federation; 

(3) To appoint special committees, commissions, groups or 
individuals to codperate with the agencies of the United 
Nations, and other organisations as determined by the 
Mental Health Assembly or the Executive Board; 

(4) To create a secretariat or secretariats to aid in the pro- 
motion of the objectives of the Federation; 

(5) To make awards, give prizes and grant fellowships and 
scholarships; and 

(6) To hold or assist codperating agencies in holding meetings, 
assemblies, conventions, and congresses of a local, national 
or international character in any part of the world. 

To accept, hold, invest, reinvest and administer gifts, legacies, 
bequests, devises, funds, grants and property of any sort or 
nature, without limitation as to amount or value, and to use, 
apply, expend, disburse or donate the income or principal 
thereof for, and to devote the same to, any of the purposes of 
the Federation. 
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(d) To the extent permitted by law, to exercise its rights, powers 
and privileges, to hold meetings of its Mental Health Assembly 
or Executive Board, to have one or more offices, and to keep 
the books of the Federation, in any part of the world. 

To do any and all lawful acts and things which may be neces- 
sary, useful, suitable or proper for the furtherance, accomplish- 
ment or attainment of any or all of the purposes or powers of 
the Federation. 

The Federation shall not be conducted or operated for profit 
and no part of the net earnings of the Federation shall inure 
to the benefit of any member or any individual, nor shall any 
of such net earnings or the property or assets of the Federation 
be used otherwise than for any or all of the purposes of the 
Federation. 


PRINCIPLES OF PROCEDURE 

3. The primary object of the Federation is, as set forth in Article 2, 
‘*to promote among all peoples and nations the highest possible level 
of mental health.’’ This purpose lays upon the Federation a particular 
responsibility for the conduct of its affairs in such a way as to secure the 
greatest degree of harmony, agreement and codperation among its mem- 
bers. In all their deliberations and discussions, members will seek to 
reach decisions by compromise, modification of view and by mutual 
agreement rather than by division and vote. In cases of clear disagree- 
ment or where only a narrow majority is evident, it may be expedient to 
defer decision on important issues or to appoint committees to explore 
alternative solutions agreeable to all. The realisation of this responsi- 
bility shall not, however, cause members to fail in their duty of deciding 
issues by vote when called upon to do so in accordance with these Articles. 

4, The member-associations in each country shall leave each of their 
delegates free to exercise his individual judgment when voting. 

5. The Federation, recognizing the great educative value of its 
assemblies, shall accord the greatest degree of freedom consistent with 
the efficient conduct of its affairs, to national delegations, and to other 
bodies at the invitation of the Presiding Officer, to take part in, speak 
at and present resolutions to its assemblies, conferences and committee 
meetings. 

MEMBERSHIP 
Founder Members 

6. The founder members of the Federation shall be the national mental 
health organisations from countries eligible for membership in the United 
Nations (approximately twenty-two in number at the time of the call by 
The International Committee for Mental Hygiene, Incorporated, of the 
organisational meeting to adopt these Articles) known to, and to be 
certified by, The International Committee for Mental Hygiene, Incorpo- 
rated, together with such organisations as shall be approved by a vote 
of a majority of the aforesaid members present at the first annual meet- 
ing of the Mental Health Assembly which shall be held without notice 
immediately following the adoption of these Articles. 

Unit of Membership 


7. In addition to the founder members, the unit of membership shall 
be any national or other organisation of a country eligible for member- 
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ship in the United Nations, whose purpose in main or in part is the 
promotion of mental health and human relations and/or the study of 
problems in these fields and whose membership in the Federation shall 
have been approved by the Mental Health Assembly in accordance with 
these Articles. 


Applications 

8. An association desiring to become a constituent member of the 
Federation shall apply for election in writing to the Executive Board, 
which, after appropriate enquiry, shall make a recommendation for ad- 
mission or rejection of the application to the next meeting of the Mental 
Health Assembly. 


Register 
9. A Register of member-associations shall be maintained by the 
Executive Board at the offices of the Federation. 


ADMINISTRATION 
10. The general assembly of the Federation shall be called the Mental 
Health Assembly. There shall be a President, a Vice-President and a 
Treasurer of the Federation. The Mental Health Assembly shall appoint 
the Executive Board of the Federation. 


MENTAL HEALTH ASSEMBLY 


National Delegations 

11. In each country, together with its colonies, dependencies and 
trusteeship territories, member-associations shall federate or otherwise 
collaborate for the purpose of appointing a national delegation to the 
Mental Health Assembly (hereinafter referred to as the ‘‘Assembly’’). 
Where a national mental health organisation exists, and it is the policy 
of the Federation to encourage the existence of such organisations in 
every country, it shall be responsible for convening a national committee 
to link the relevant member-associations, There shall be such limits set 
to the number and composition of the national delegation from each 
country as the Assembly may itself determine from time to time; but 
each delegation shall carry only one vote. 


Convening of Meetings 

12. The annual meeting of the Assembly shall be convened in every 
year by the Executive Board and shall take place not less than nine 
months and not more than fifteen months after the holding of the last 
preceding annual meeting. 


Location of Meetings 

13. The location of the annual meeting of the Assembly shall be 
determined by the Assembly in the previous annual meeting, and shall 
be held at a time to be determined by the Executive Board. The annual 
meeting shall, as far as possible, be held in a different country each year. 
The location of the Assembly may only be altered by the Executive Board 
in an emergency, having first obtained by mail, cable or telegram the 
consent of two-thirds of the national delegations at least three months 
before the proposed meeting. 


Business 
14. The business of the annual meeting of the Assembly shall be: 
to elect certain officers; to elect the members of the Executive Board; 


493 








494 


MENTAL HYGIENE 

to appoint a place at which the next annual meeting shall be held; to 
receive the annual report, the balance-sheet and the accounts; to appoint 
professional auditors; and to consider such resolutions as have been 
submitted in accordance with these Articles or to take any other action 
in pursuit of the objects of the Federation. 
Agenda 

15. The Agenda for the Assembly shall be prepared by the Executive 
Board, which shall also have power to decide whether or not any resolu- 
tion submitted for consideration by a member-association or its delegate, 
or by a member of the Executive Board, falls within the objects of the 


Federation. 
Notice of Motions 

16. Resolutions requiring a period of notice as laid down in Article 29 
shall be circulated by the Executive Board, promptly upon their receipt, 
to all member-associations for their consideration. 


President and Vice-President 
17. The first President shall be elected at the first annual meeting 


of the Assembly and shall hold office for one year. The Vice-President 
shall be elected at each annual meeting of the Assembly and shall hold 
the office of Vice-President from the date of his election until the com- 
mencement of the next annual meeting of the Assembly; thereafter he 
shall hold the office of President for one year and until the election and 
qualification of his successor. The President shall preside over meetings 
of the Assembly. In the absence of the President the Vice-President 
shall perform all the duties of the President. During their respective 
terms of office, the President and the Vice-President shall each be a 
member of the Executive Board, ex-officio. 


Treasurer 
18. The Treasurer shall be elected at an annual meeting of the 


Assembly. He shall hold office for one year and until the election and 
qualification of his successor, and shall be eligible for re-election. During 
his term of office, he shall be a member of the Executive Board, ex-officio. 


Observers 
19. Each member-association shall have the right to send observers 


to the Assembly, and the Executive Board shall have power to invite, 
at its discretion, other organisations to send observers. Observers may 
address the meeting at the invitation of the Presiding Officer, but shall 
be without privilege of voting. 


Quorum 
20. One-third of the eligible voting delegates shall be deemed a 


quorum. 
Voting 

21. Prior to the beginning of each session of the Assembly, each 
national delegation shall authorise one of its number to vote on its behalf 
during that session and, at the beginning of each session, shall notify the 
Presiding Officer of the delegate so authorised. 

22. The Presiding Officer shall exercise no vote in the Assembly, but 
if he had previously been appointed a voting delegate, the national 
delegation concerned shall appoint another voting delegate for the 
sessions at which he presides. Officers and members of the Executive 
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Board shall vote in the Assembly only by virtue of being duly appointed 
voting delegates of their respective delegations. 

23. Elections shall be by secret ballot, but all other voting shall be 
by show of hands, unless, before the vote is taken, ten voting delegates 
present request that the vote be taken by secret ballot. In the event 
of the votes being equally divided, the motion shall be regarded as lost. 


Languages 

24. The working languages of the Federation shall be English and 
French, for which interpretation from one into the other shall be ar- 
ranged by the Executive Board. Delegates may speak in the Assembly 
in any language; provided that if the language be German, Russian or 
Spanish the Executive Board shall arrange for interpretation into the 
working languages; but that if any other language be spoken, the dele- 
gate shall himself arrange for interpretation. 


Special Meetings 

25. A special meeting of the Assembly shall be convened at any time 
by the Executive Board or by the Secretariat on the requisition of any 
five national delegations, or one-fifth of the total number of nations 
represented, whichever is the less. 


Notice and Agenda 

26. At least three months’ notice of any meeting of the Assembly 
shall be given to member-associations. The notice shall state the place 
and purposes of the meeting and shall include the Agenda. Delegates 
shall indicate to the Secretariat their intention to be present, not less 
than one month before the date of the meeting, and in the event of 


acceptances not constituting a quorum of the Assembly, the meeting shall 
be cancelled. 


Other Items 

27. Delegates may take advantage of the calling of a special meeting 
to submit other items for inclusion in the Agenda at the discretion of 
the Executive Board, provided that submissions are received by the 
Secretariat not less than two months before the date of the meeting. 


Emergency Matters 

28. Any matter not included in the Agenda, of an emergency nature 
or germane to an item included in the Agenda, may be presented to and 
acted upon at any meeting, provided that a majority of the voting dele- 
gates present at such meeting vote in favour of considering such matter. 


Resolutions 

29. (a) A resolution concerning a matter which has been considered 
by the Assembly in accordance with the provisions of Articles 26, 27 
or 28 shall be deemed to be a decision of the Federation if it is carried 
by a simple majority of the votes given thereon in the manner prescribed 
in these Articles. 

(b) Resolutions carried in accordance with the following pro- 

visions shall be deemed to be decisions of the Federation: 


(i) Notice to submit to the Assembly a resolution, together 
with the terms of the resolution, relating to the funds 
of the Federation shall be given to the Secretariat not 
less than four months before the meeting at which it is 
to be considered. Such resolution shall be deemed a 
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decision of the Federation if it is carried by a simple 
majority of the votes given thereon in the manner pre- 
scribed in these Articles. 

Notice to submit to the Assembly a resolution, together 
with the terms of the resolution, relating to any amend- 
ment of Articles 1, 2, 3, 4, 5, 6, 7, 10, 11, 12, 13, 17, 21, 
24, 29, 30, 31, 32, 44, 45, 48, 49, 50, 51, 52, 53 or 54 
shall be given to the Secretariat not less than nine months 
before the meeting at which it is to be considered; and 
any such resolution shall be deemed a decision of the 
Federation if it is carried by a majority of not less than 
two-thirds of the votes given thereon in the manner 
prescribed by these Articles. Notice to submit to the 
Assembly a resolution relating to any amendment of any 
of the remaining Articles or any addition to these Articles 
shall be given to the Secretariat not less than one day 
before the meeting at which it is to be considered; and 
any such resolution shall be deemed a decision of the 
Federation if it is carried by a simple majority of the 
votes given thereon in the manner prescribed by these 
Articles. 


EXECUTIVE BOARD 


Membership 
30. The Executive Board shall be composed of the President, the 


Vice-President and the Treasurer, ex-officio, and twelve delegates elected 


by the Assembly from its own number, to include at least one repre- 
sentative from each Continental Region (i.e., Africa, Asia, Australasia, 
Europe, North and Central America, and South America) in which there 
are member-associations, elected in the manner and for the period pre- 
scribed in these Articles. The first meeting of the Assembly shall elect 
three substitute members to the Executive Board from its own number, 
and thereafter the Assembly shall elect annually six substitute members. 


Term of Office 

31. Except as provided in this Article, every regular member of the 
Executive Board shall hold office for three years from the close of the 
annual meeting of the Assembly at which the election was made and until 
a successor is elected and qualified. Members shall retire in rotation. 
At the first annual meeting of the Assembly it shall be decided by lot 
which four members shall retire at the end of the first year and which 
four members shall retire at the end of the second year. These members 
shall be eligible for re-election immediately, for a further term of three 
years. The remaining four members, and thereafter all regular members, 
shall serve for the full three years and shall not be eligible for re-election 
until the next annual meeting of the Assembly to be held after the close 
of their term of office. Each substitute member of the Executive Board 
shall serve for a term of one year and shall be eligible for re-election. 


Duties 

32. It shall be the duty of the Executive Board to carry into execution 
the resolutions passed by the Assembly and to administer the affairs of 
the Federation in accordance with these Articles. 
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Chairman and Vice-Chairman of Executive Board 

33. A Chairman and a Vice-Chairman of the Executive Board shall 
be elected by the Executive Board from its own number. Each such officer 
shall hold office for one year and until the election and qualification of 
his successor, and shall be eligible for re-election. The Chairman of the 
Executive Board shall be the chief executive officer of the Federation, 
and shall preside over meetings of the Executive Board. In the case of 
the votes being equally divided, the Chairman shall be entitled to a 
further or casting vote. In the absence of the Chairman, the Vice- 
Chairman shall perform all the duties of the Chairman. 


Procedure 
34. The Executive Board shall adopt its own rules and methods of 


procedure. 


Convening 

35. The Executive Board shall meet at least twice a year and at such 
other times as it may deem necessary. Meetings shall be held at such 
place and upon such notice as the Chairman of the Executive Board 
(hereinafter sometimes referred to as the ‘‘Chairman’’) may appoint, 
except as otherwise provided in these Articles. 


Quorum 
36. No business shall be transacted at any meeting of the Executive 


Board unless at least four elected members be present. 


Business by Correspondence 
37. The Chairman shall have power to decide what business may be 
conducted by correspondence and what by meetings of the Executive 


Board. 


Special Meetings 

38. The Chairman shall, upon receiving a requisition signed by not less 
than three members of the Executive Board and specifying the business 
for which a special meeting is required, call together a special meeting 
of the Executive Board. 


Urgent Matters 

39. Members of the Executive Board may take advantage of the 
calling of a special meeting to submit items of urgency for inclusion 
in the Agenda at the discretion of the Chairman, provided that such items 
be received by the Chairman not less than fourteen days before the 
meeting. 


Notice 

40. The place and time at which any meeting shall be held, its purposes 
and the Agenda shall be specified in the notice calling the meeting. At 
least one month’s notice of such a meeting shall be given to the members 
of the Executive Board and they shall signify their intention to be 
present or absent within seven days of receipt of such notice. 


Expenses of Members 

41. Expenses incurred by members of the Executive Board in attend- 
ing meetings of the Executive Board or of Committees of the Federation 
may be defrayed by the Federation. 
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Vacancies in Offices 

42. In the event of the death or resignation of the President, Vice- 
President or Treasurer during his term of office, the Executive Board 
shall make such appointment or other provisions as it may deem ex 
pedient for the discharge of the duties of the office concerned until the 
next annual meeting of the Assembly. 


Vacancies in Executive Board 

43. The Executive Board shall have power to fill vacancies among its 
number by reason of prolonged absence, resignation or death, from among 
the substitute members of the Board elected by the Assembly and until 
the next election of members of the Executive Board. 


EXECUTIVE STAFF 
44. There shall be a Secretariat or Secretariats and such executive 
staff as may be determined by the Assembly or the Executive Board. The 
terms and conditions of employment of the executive staff shall be 
determined by the Executive Board as the occasion demands. 


COMMITTEES 
45. Committees may be appointed in such manner and have such 
powers as the Assembly or the Executive Board may think proper. 


FINANCE 

Accounts 

46. The accounts of the Federation shall be kept at the offices of the 
Secretariat. Any properly authorised representative of a member-asso- 
ciation may inspect the accounts upon giving notice of his intention in 
writing. 
Financial Year 

47. The financial year of the Federation shall be the calendar year. 


Annual and Financial Reports 

48. The Executive Board shall annually publish and submit to the 
Assembly for approval a report on the general state and proceedings 
of the Federation for the past year, a Balance-Sheet and Financial State- 
ment for the past year audited by a professional accountant, and an 
estimate of the probable income and expenditure of the Federation for 
the coming year. 

SUBSCRIPTIONS 

Amount 

49. Each member-association shall pay to the Federation an annual 
subscription in such amount as shall from time to time be determined 
by the Assembly. They shall be due in advance on the first day of 
January in each year, or, in the case of members joining during the year, 
from the date of joining. They shall be paid promptly by all member- 
associations to the Treasurer. The Executive Board shall make regula- 
tions pertaining to currency, rates of exchange, and all other matters 
related to subscriptions. 


Arrears of Subscriptions 

50. If the subscription of a member-association for any year shall 
not have been paid on or before 31st December of that year it shall ipso 
facto, but without prejudice to its liability to the Federation, cease to be 
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a member as from that date; provided that upon payment before 31st 
March in the succeeding year of all subscriptions due from it, it shall, 
if eligible, be restored to membership without re-election; and provided 
that, in exceptional cireumstances when non-payment has been due to 
currency difficulties, the Executive Board shall have power to waive this 
requirement. 


TERMINATION OF MEMBERSHIP 

Notice 

51. No member-association shall, except in the case of (a) action by 
the Assembly in accordance with the procedure set forth in Article 52, 
or (b) default in payment of subscriptions in accordance with the pro- 
cedure set forth in Article 50, cease to be a member unless it shall give 
six months’ previous notice in writing of its intention to the Executive 
Board and shall pay all arrears of subscriptions, if any, due from it. 


Complaints 

52. On receipt of a complaint that (a) the conduct or policy of a 
member-association is detrimental to the interests of the Federation, or is 
calculated to bring the Federation into disrepute, or (b) a change in the 
nature of its activities makes it inappropriate for it to be a member, the 
Executive Board shall submit the information to the member-association 
concerned for an explanation or observations. The compluint and the 
reply received shall be considered at the first regular meeting after the 
passing of the period of notice mentioned below of the Executive Board, 
at which a hearing shall be given to the complainant and to the member- 
association of whose conduct or policy complaint is made, or to their 
respective representatives. At least four months’ notice shall be given 
to each of the parties concerned of the time and place of the meeting 
of the Executive Board at which the matter is to be considered. The 
proceedings of the meeting, however, shall not be invalidated by the 
absence of a representative of either party, if due notice has been given. 
After due consideration of all the facts, the Executive Board shall make 
a report to the Assembly with a recommendation that the member- 
association be either retained as a member or cease to be a member. 
Such a member-association shall cease to be a member if, after considera- 
tion of the report from the Executive Board, the Assembly decides by 
a two-thirds majority of the delegates present and voting that the 
member-association shall cease to be a member, on the grounds that 
(a) its conduct or policy is detrimental to the interests of the Federa- 
tion or calculated to bring it into disrepute, or (b) a change in the 
nature of its activities makes it inappropriate for it to be a member. 


DISSOLUTION 

53. In the event of a decision to dissolve the Federation being taken 
at a meeting of the Assembly specially called for this purpose, by a two- 
thirds majority of delegates present and voting, a referendum of all 
national delegations shall be taken. Confirmation of the decision shall 
require at least a two-thirds majority of national delegations. The 
method of dealing with the outstanding accounts of the Federation in 
the event of dissolution shall be also determined by a referendum of 
national delegates. 
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OFFICE 
54. The principal office and seat of the Federation shall be care of 
MMes. Borel and Paul Lachenal, Avocats au Barreau de Genéve, 92, 
Rue du Rhone, Geneva, Switzerland; provided that the Assembly reserves 
the right at any time and from time to time, to change the principal 
office and seat of the Federation. 


C. G. Juna-InstituTE ZuricH 


The C. G. Jung-Institute Zurich of Zurich, Switzerland, has recently 
issued a preliminary program for its winter semester, covering the 
period from the end of October, 1949, to the end of February, 1950. 
The following courses are being planned: ‘‘The Process of Individua- 
tion and its Symbols’’; ‘‘Introduction to Psychiatry’’; ‘‘Psycho- 
logical Problems in Alchemy’’; ‘‘Problems of Religious History’’; 
lecture, with discussion, on The Unconscious in the Normal and 
Pathological Mind, by C. G. Jung; ‘‘ Representation of Unconscious 
Material in Pictures and Drawings’’ (seminar) ; ‘‘ Dream Interpreta- 
tion’’ (case material). The courses will be given in English and 
German. A detailed program will be issued later. 

The institute was founded in 1948 through the efforts of psycho- 
logical societies and of a number of distinguished scientists at home 
and abroad. Dr. C. G. Jung is its president. Its aims, as stated in its 
prospectus, are: ‘‘to disseminate the teachings of C. G. Jung’s Ana- 
lytical Psychology; to further its development; to create a center 
coordinating all work in this field; to extend its range of application ; 
and above all to produce well-trained analysts.’’ 

The institute is open to research workers and students of all 
nationalities. Full information as to admission requirements and fees 
ean be obtained by writing to the Secretariat of the C. G. Jung- 
Institute Zurich, Gemeindestr. 27, Zurich 32, Switzerland. 


UNIVERSITY OF CHILE MepicaL Scooot NEEDS Books AND 
PERIODICALS 

The National Committee for Chile is now receiving gifts for the 
library of the Medical School of the University of Chile at its new 
collection center in the Library of Congress, Washington. The newer 
materials in the library, including periodicals, books, and reference 
materials, were totally destroyed in a recent fire. Medical periodicals 
of the last ten years and recent medical books are urgently needed. 
Contributions should be sent to the National Committee for Chile, 
Room 318, Library of Congress, Washington, D. C. 
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SaRAH MELLON ScairE FouNDATION MAKES GRANT FOR 
RESEARCH IN ROENTGENOLOGY 


Dr. Grosvenor B. Pearson, Director, Western State Psychiatric 
Institute and Clinic, Pittsburgh, Pennsylvania, announces that The 
Sarah Mellon Scaife Foundation of Pittsburgh has made a substantial 
grant to the institute and specifically to Dr. Lewis E. Etter, roent- 
genologist, for the completion and publication of Dr. Etter’s research 
on the roentgen-anatomical studies of the skull and individual skull 
bones. It is expected that Dr. Etter’s findings will be of great 
advantage to roentgenologists, anatomists, neurologists, neuro-sur- 
geons, and psychiatrists in teaching and clinical practice. Dr. Etter’s 
exhibit has recently been shown at roentgenological and anatomical 
meetings in Erie, Philadelphia, Buffalo, Chicago, and San Francisco, 
and at the recent meeting of the American Psychiatric Association 
in Montreal, Canada. The institute has been carrying on this work 
over recent months, and The Sarah Meilon Scaife Foundation’s 
grant-in-aid will materially increase the progress of the work. 


Series oF PsycuraTric Fi.ms ANNOUNCED 


The New York University Film Library announces a series of 
psychiatric films on integrated development for the profession. These 
films were taken at the New York Infirmary under the direction of 
Dr. Margaret E. Fries, psychoanalyst. The scenes in the films start 
with birth and continue until the tenth year of life. The psychiatric 
material is integrated with the physical and sociological. The case 
history also has the findings of the Rorschach done by Zygmunt 
Piotrowski. Brief guides accompany each film. For information, 
write to the New York University Film Library, 26 Washington 
Place, New York 3, N. Y. 


Dr. Kois Resigns FroM Pusiic HEALTH SERVICE 


The resignation of Dr. Lawrence C. Kolb as director of Research 
Projects for the National Institute of Mental Health, and the appoint- 
ment of Dr. John Eberhart to that position, effective July 1, has been 
announced by Surgeon General Leonard A. Scheele, Public Health 
Service, Federal Security Agency. . 

Dr. Kolb has accepted a position as consultant in psychiatry at 
the Mayo Clinic, Rochester, Minnesota. 

Dr. Eberhart has been chief psychologist of the Training and 
Standards Branch of the National Institute of Mental Health. Prior 
to joining the Public Health Service staff in 1947, he was chief of the 
Research Design Section, Surveys Division, Veterans Administration. 
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He was formerly a member of the psychology faculty of Northwestern 
University and for two years was a post-doctoral fellow of the Social 
Science Research Council. He served as a naval officer during the war. 
As Director of Research Projects, Dr. Eberhart will administer the 
program of grants-in-aid for research in the mental-health field. 


News oF MENTAL-HYGIENE SOCIETIES 
Compiled by 


MaARJORIE H. FRANK 


Assistant Director, State and Local Organization, The National 
Committee for Mental Hygiene 


California 


A newsletter from the Mental Health Society of Northern California 
states that Mental Health Week received very good publicity : ‘‘ News 
stories and editorials dealt with mental health. Chapter members 
spoke before many community organizations and over the air. Clergy- 
men cooperated by giving sermons. Debates were held in high schools. 
Exhibits were arranged in department stores and libraries. Posters 
were displayed in trolley cars and busses. Lectures, panel discussions, 
and film showings were arranged. Our county chapters succeeded 
to a remarkable degree in putting over the slogan: ‘Mental Health 
is Everybody’s Business.’ ”’ 

The newsletter mentions also that the South San Francisco Board 
of School Trustees has endorsed the recommendation of a citizens’ 
committee, which has been making a study of the subject, that ‘‘a 
course of instruction in human relations and family life be integrated 
in the school curriculum.’’ 


Two more mental-health societies have been formed, one in Mendo- 
cino County and the other in Placer County. Both have applied for 
affiliation with the Mental Health Society of Northern California, 
and their applications will be voted on at the next meeting of the 
executive committee. 

Connecticut 


The Bridgeport Society for Mental Hygiene has obtained the 
services of Dr. Gerald J. Taylor as full-time medical director, of 
Miss Clara L. Stone as full-time psychiatric social worker, and of 
Dr. Morton Bard as part-time psychologist. The society reports 
that the increased awareness of its clinic’s work is in a large part the 
result of the excellent public-relations work of Dr. Taylor, who has 
given many hours to educating the community. 
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Florida 


The Mental Health Society of Southeastern Florida and the Miami 
Daily News have been working together closely and are credited with 
making the state mental-health conscious. 

On May 23, the state legislature passed by an 81-0 vote a bill raising 
the standard of treatment for the state’s mentally ill and calling for 
an expenditure during the next two years of $650,000. An additional 
measure is expected to be passed providing an additional $125,000 
for the employment of more doctors and psychiatrists for the state 
hospital. 

Illinois 


Mental Health Week activities in Illinois covered a wide field. The 
week was officially proclaimed by Governor Stevenson and the mayors 
of many towns. Open houses were held at state mental institutions. 
There were numerous radio programs and spot announcements and 
numerous news releases. Nine outstanding Illinois societies in various 
fields of mental health also contributed short articles. Posters and 
reading lists were distributed to 600 libraries throughout the state 
and displays were arranged in libraries, streetcars, and so on. 

In connection with Mental Health Week a Rock Island Mental 
Hygiene Society was launched at East Moline. The Illinois Society 
for Mental Hygiene also sponsored another Institute on Nursing 
Education. This institute is planned for the Southern Illinois schools 
in Springfield and will follow the same pattern as the institute this 
society sponsored for the faculty of nursing schools in the Northern‘ 
Illinois area last fall in Chicago. 


The Children’s Commission, appointed by the Illinois Society for 
Mental Hygiene in 1948, has published a report with recommenda- 
tions. The commission, composed of representatives from agencies 
dealing with the emotionally disturbed child and specialists from 
the psychiatric fields, had been asked to think in terms of (1) the 
mental-hygiene education of parents to insure the development of 
emotionally mature children; (2) the diagnostic and treatment serv- 
ices needed in the schools and elsewhere to meet the needs of young 
children who manifest symptoms of personality disorder; and (3) the 
kind of treatment services that are needed for the severely disturbed 
child. 

The commission took up the last item first because of the urgency 
of the problem, treatment services for this group being practically 
nonexistent. The first two points will be considered later. 

At present the commission is prepared to make three recommenda- 
tions. In the opinion of the commission, they meet the outstanding 
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needs ; they do not pretend to meet all the needs that are known. They 
are minimum recommendations only. However, they do constitute 
the beginning of a program that will have to be enlarged and 
developed on the basis of experience. The administrative framework 
recommended here will make possible easy and orderly development 
on the basis of experience because it affords freedom and flexibility 
for experimentation and the development of new services and the 
reorientation of old services. Briefly, the recommendations are as 
follows: 

1. It is recommended that an intensive psychiatric treatment center 
be set up for the care and treatment of children who are seriously 
disturbed emotionally. It is suggested that this center begin as a 
pilot unit consisting of 50 beds; that it be located in the Chicago area; 
that expansion be based upon experience with this type of child; that 
such expansion take place either in Chicago or downstate as the 
situation warrants. 

2. It is recommended that all children who are not discharged 
by the judge and who are deemed by him to be in need of treatment 
or further diagnostic study of some kind, either in institutions, in 
their own homes, or in foster homes, be committed by the judge to the 
department of public welfare for diagnosis and assignment to the 
appropriate treatment service. 

3. It is recommended that psychotic children now patients scattered 
through the nine state hospitals be segregated at one of the hospitals 
in a single unit, where they can receive specialized care. 


Indiana 


The Indiana Mental Hygiene Society, which began operation in 
January, 1949, with Mr. Walter W. Argow as executive director, 
reports that three chapters are now in process of organization and 
that the society is doing active field work. 


Louisiana 


The Louisiana Society for Mental Health reports that seven states 
have begun systematic distribution of the Pierre the Pelican series 
developed by them. The society has also helped in the introduction 
of Human Relations in the Classroom, working codperatively with 
the state department of education. It is estimated that there will be 
500 such classes in the state in September. 

The society helped in the arrangements for the annual meeting 
of the American Association on Mental Deficiency, which was held 
in New Orleans in April. 
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Minnesota 


The Governor’s Citizens Mental Health Committee, St. Paul, 
Minnesota, comments in its May, 1949, newsletter: ‘‘The citizens’ 
mental-health drive represents a concept in administrative and com- 
munity relationships which has been hailed throughout the country. 
It is symbolized in the statement of policy of the Governor’s Citizens 
Mental Health Committee, which claims that this arrangement ‘con- 
stitutes a partnership between the public and the chief executive 
designed to give Minnesota a modern mental-health system.’ ’’ 

The citizens’ mental-health drive, which successfully fought the 
battle for increased quotas and increased salaries for additional 
personnel, is now being called on by the governor for assistance in 
helping to find that personnel. The Minnesota Civil Service Com- 
mission, in codperation with the Citizens Mental Health Committee, 
is in process of sending members of the drive information on new 
positions and salaries. 


New Jersey 


The first annual meeting of the Mental Hygiene Society of Atlantic 
County was held on May 19, 1949. During this past year the society 
held an institute conducted by Dr. Julius Schreiber, at that time 
Director of the Institute of Social Relations, Washington, D. C. 
Atlantic County also conducted a survey of the facilities in the county, 
the schools, courts, social agencies, hospitals, and so on. This informa- 
tion has been assembled by a voluntary committee and is now being 
studied as a basis for a permanent program. 

A radio series has been presented and lists of mental-hygiene litera- 
ture have been sent to all clergymen, physicians, and school-teachers. 
Steadily growing audiences aré indicative of the interest in the 
public-lecture series that this society has sponsored. The society is 
also sponsoring an entertainment program at the county mental 
hospital at Northfield. 

The police force was given a series of lectures and felt that these 
discussions were of real assistance to them in their work in contact 
with problems in this field. 


Notice has been received that a mental-hygiene society has been 
formed for Monmouth County, New Jersey. The officers are as 
follows: President, Dr. William I. McGonigle; Vice President, Mrs. 
Frank Best; Treasurer, Mrs. Charles Stillwagon ; Recording Secretary, 
Rev. Robert Graham; and Corresponding Secretary, Morris 
Westerman. 


The Mental Hygiene Society of Union County reports many educa- 
tional activities during the past three months. The staff and many 
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members of the board were quite active in all the communities served 
by the society, attending meetings and conferences and speaking to 
various community groups. 

The fifth annual meeting of the society was held on March 15, 1949, 
the president-elect being Mrs. Joseph G. Siccardi. Dr. George S. 
Stevenson and Miss Marian McBee, of The National Committee for 
Mental Hygiene, and Dr. Edward J. Humphreys, Deputy Commis- 
sioner, Mental Hygiene and Hospital Division, State of New Jersey 
Department of Institutions and Agencies, were among those present 
at this dinner meeting, at which the American Theatre Wing Players 
presented The Universal Heckler. 

The society reports that active standing committees have now been 
set up for various aspects of. work in the field of mental hygiene. The 
society has printed new pamphlets and has reprinted others. It 
reports excellent codperation from the newspapers and active interest 
on the part of many community groups. During the winter and early 
fall, it sponsored a seminar in Summit for a selected group of prin- 
cipals, teachers, guidance directors, and parents. 


New York 


Mrs. Mildred B. Beck is at present Acting Executive Secretary 
of the New York Committee on Mental Hygiene. On April 7, Mr. 
Charles Segal, formerly Chief of the Social Service Section, Branch 
Office No. 2, Veterans Administration, joined the staff of the New 
York Committee as assistant executive secretary. 

Some of the new projects that are being initiated by the New York 
Committee include the following: 

A dramatic sketch, Ins and Outs, about interrelationships among 
adolescents, has been prepared codperatively by the New York Com- 
mittee and the American Theatre Wing Community Plays. The 
sketch has been experimentally tested in the New York City school 
system with a east of professional actors, the showings being followed 
by small group discussions which have proven to be valuable. 

A discussion guide, based on the sketch, has been prepared by 
Lawrence K. Frank and both will be released to schools in up-state 
areas, in codperation with the New York State Department of Educa- 
tion. It is hoped that wide use can be made of this sketch, even though 
the Theatre Wing’s professional cast is not available outside of the 
Greater New York area. 

A pamphlet for the use of teachers is being prepared by Professor 
James L. Hymes, Jr. It deals with some of the common problems that 
a classroom teacher meets and discusses ways in which the teacher 
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can deal with these problems herself. A companion pamphlet, about 
the mental hazards of school administration, is being written by 
Dr. Alice Keliher. Both of these pamphlets, it is hoped, will be avail- 
able in the fall. 

In process of preparation is a discussion guide for parents of 
children from infancy through early adolescence, based on Loyd W. 
Rowland’s Pierre the Pelican. It includes Enjoy Your Child—Ages 
1, 2, and 3, by James L. Hymes, Jr.; Some Special Problems of Chil- 
dren—Aged 2 to 5 Years, by Nina Ridenour and Isobel Johnson; and 
Understand Your Child—From 6 to 12, by Clara Lambert. This dis- 
cussion guide will contain references to supplementary audio-visual 
aids that can be used by parents themselves, with or without a trained 
discussion leader. This guide, too, should be available for distribution 
sometime in the fall. 

The pamphlet list of the New York Committee on Mental Hygiene 
has been revised and expanded and should be ready for distribution 
during the summer. 

An experimental project is being developed between the New York 
Committee on Mental Hygiene and the State Committee on Tubercu- 
losis and Public Health. The Tenth Man series is to be incorporated 
in a guide so that other local groups may use the series throughout 


the state. 


North Carolina 


The annual meeting of the North Carolina Society for Mental , 
Hygiene was held at the time of the State Conference on Social Work 
in April. Dr. A. B. Choate is the new president of the society. 


Ohio 


A mental-hygiene institute, including morning and afternoon ses- 
sions, a luncheon, and a dinner, was held on May 4 in Hamilton, Ohio, 
by the Butler County Mental Hygiene Association in codperation 
with the Division of Mental Hygiene of the Ohio State Department 
of Public Welfare, and the Ohio Mental Hygiene Association, of which 
the Butler County Association is a chapter. 

The morning sessions consisted of three workshops—one for 
social workers, board workers, school administrators, and health 
workers, on the subject of ‘‘A Mental Hygiene Approach to Common 
Human Needs’’; one for industrial physicians and plant personnel 
managers, on ‘‘ Mental Hygiene for the Industrial Worker’’; and one 
for the clergy, on ‘‘The Application of Mental-Hygiene Principles in 


Pastoral Counseling.”’ 
The address at the luncheon meeting, delivered by Dr. Milton 
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Rosenbaum, associate professor of psychiatry at the University of 
Cincinnati, was on ‘‘The Community Rodle in Mental Hygiene.’’ 

Two meetings were held in the afternoon—one for parents, school 
personnel, and others, on ‘‘ Parent-Child and Teacher-Child Relation- 
ships’’; and the other, a meeting for physicians only, on ‘‘The Treat- 
ment of Psychosomatic Disorders by the Non-Psychiatrist Physician.”’ 

Dr. Calvin L. Baker, Commissioner of the Division of Mental 
Hygiene, Ohio State Department of Public Welfare, gave the address 
at the dinner meeting, speaking on ‘‘The Role of the Community in 
the State Mental Health Program.”’ 


The Lorain County Mental Hygiene Association of Elyria, Ohio, 
‘has reported that during Mental Health Week they had programs 
on the radio, several news stories, and a series of articles and editorials 
in various papers, and were pleased with the interest shown in the 
Lorain County Guidance Center. 


The monthly bulletin of the Miami County (Ohio) Mental Health 
Association points out the excellent work this association is doing 
in the field of public education. It reports many requests for 
speakers from all organizations in the county and great activity on 
the part of its committees. The association is focusing its attention 


on educating both the general public and professional groups, as, 
for example, in its sponsorship of two university courses designed 
especially for teachers. 


The Montgomery County Mental Hygiene Association has helped 
to plan a day and evening institute for all Dayton high-school coun- 
selors and principals. A 12-page report on the problems and needs 
of the state hospital has been prepared and several worth-while 
institutes and workshops have been set up by the University of 
Cincinnati for the summer. These institutes deal with mental hygiene, 
social hygiene, and creative activity. The association’s May news- 
letter contained a long list of available literature. 


The president of the Stark County Mental Hygiene Society, Dr. 
Arthur G. Hyde, Superintendent of the Massillon State Hospital, 
reports that the society made arrangements during Mental Health 
Week for an open house at the state hospital to arouse public interest 
in the mental-health program. Excellent articles were also published 
in the newspaper that week. The society held a dinner meeting at 
which Shades of Gray was shown and discussed. Students from 
Dr. Graham’s psychology class at Kent State University, Canton, 
were among those who attended this meeting. 
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Oregon 

Within the last three months the Mental Health Association of 
Oregon has completed organization of branches in Lane and Benton 
counties, and their programs are well under way. Linn County will 
also very shortly have a county organization. A great deal of interest 
is reported to have been aroused by the many trips whieh the execu- 
tive director arranged for visits to the State Hospital and School for 
Feebleminded in Salem. 

During Mental Health Week the society received excellent pub- 
licity with news releases, poster exhibits, radio programs in 15 coun- 
ties, and many mental-hygiene talks in the larger communities, 50 
being arranged in Portland alone. 

Dr. Kent Zimmerman, Merital Health Consultant for the State 
Board of Health in California, was guest speaker for Mental Health 
Week. Under the direction of the Mental Hygiene Section of the 
State Board of Health, Dr. Zimmerman conducted discussion of 
mental-health problems with public-health workers both in Lane and 
in Multnomah County. He gave a public lecture on ‘‘ Key to Effective 
Living’’ both in Eugene and in Portland. He also addressed the 
City Club, a very influential public-opinion-forming group, on 
‘‘What Price Mental Health,’’ and met with a group of counselors 
and visiting teachers at Reed College. He was enthusiastically 
received. 

The seventeenth annual meeting of the association took place on 
May 3. Mr. John Richardson, Finance Director for Bonneville Admin- 
istration, was elected president. 

Interest in mental hygiene has greatly increased, evidence of this 
being the fact that 173 new people became members of the association 
during the first four months of this year, without any aggressive 
campaign on the part of the association. 


Pennsylvania 

The Mental Hygiene Division of the Public Charities Association 
reports that it took an active interest in the 1949 session of the 
Pennsylvania Legislature. Chief interest centered upon a recom- 
mendation that would have transferred the administration of the 
entire state mental-health program to the department of health. It is 
now located in the department of welfare. This recommendation was 
made jointly by the Medical Society of the State of Pennsyl- 
vania, the Pennsylvania Psychiatrie Society, and the Public Charities 
Association, after consultation of representatives of the three groups 
as to the best possible means of improving administration of the 
Pennsylvania mental-health program at the present time. The pro- 
posal failed to receive the support of the governor; therefore, no 
bill was introduced to the legislature embodying this recommendation. 
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Other legislative developments were more hopeful. Appropriation 
for the operation of the entire state mental-health system was 
increased approximately 20 per cent. Over $70,000,000 was appropri- 
ated for operation of the mental-health system for the two-year period 
beginning June 1, 1949. Another bill, which was passed and signed 
by the governor, provides for the establishment of an Eastern Pennsyl- 
vania Psychiatric Institute. This will be a special institution of about 
300 beds for training psychiatric personnel and carrying on research 
in mental-health problems. The operation of the Eastern Pennsyl- 
vania Psychiatrie Institute will be in the hands of a board of trustees 
made up of representatives of the five medical schools in Philadelphia. 
The operation of the Western State Psychiatrie Institute, which was 
opened in 1942, was transferred from the department of welfare 
to the trustees of the University of Pittsburgh. 

Up to $83,000,000 was made available through the General State 
Authority for further capital improvements in mental institutions 
throughout Pennsylvania. 

Pennsylvania is almost unique in its failure to make use of grants 
for community services under the National Mental Health Act. The 
Publie Charities Association has undertaken a brief survey of the 
use of these funds in the other forty-seven states. The last of five 
brief questions asked of each state mental-health authority was as 
follows: ‘‘Do you feel that there is danger in the future of increased 
federal control over your program through these funds?’’ Four 
of the first twenty-four replies received indicated some fears in 
that direction, although only one person, in a state that is now 
accepting National Mental Health Act grants, expressed an opinion 
that there is very definite danger of increased federal control in the 
future through the use of these grants, and that he was personally 
opposed to the acceptance of grants-in-aid from the federal govern- 
ment. When the material in this survey is completed, a summary 
of the replies will be presented to the governor and to the state mental- 
health authority of Pennsylvania for their consideration. 


A meeting of the Organizing Committee of the Mental Hygiene 
Society of Montgomery County was held at the Y.W.C.A., Norris- 
town, on May 23, 1949. Present at the session were Mr. Robert D. 
Abrahams (chairman), Mr. P. L. Corson, Mr. P. J. Frascino, Mr. R. C. 
Landis, Reverend E. M. Slichter, Dr. A. Pepinsky, Mr. M. M. Dreyfus, 
Mr. Lowell E. Wright, Dr. C. Harry, Dr. G. O. Hunter, Mrs. L. G. 
Crater, Dr. S. Steinberg, Dr. H. Kraus, and Mrs. A. Nalle. 

It was decided that a general meeting should be held in June to 
further the organization of this society. 
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Rhode Island 


The Rhode Island Society for Mental Hygiene now has the part-time 
services of an executive secretary, Mrs. Elizabeth S. Bosquet, formerly 
educational director at Bradley House. This society has summarized 
its activity in its May newsletter as follows: 

“*1949 Accomplishments in Capsule Form—Memberships: 71 dues- 
paying members since January Ist. Speakers’ Bureau: over 30 speaking 
engagements since the first of the year, serving P. T. A., church, and other 
community groups. Radio: The Inquiring Parent, February 27—May 22 
on WEAN, Sundays, 1:45-2:00; a transcribed mental-health series with 
live local copy sponsored by the society in codperation with The National 
Committee for Mental Hygiene. Newsletter: A bi-monthly newsletter ini- 
tiated to keep members in touch with the activities of the local society 
as well as with national mental-health problems. Exhibit: Posters and 
literature displayed at the Rhode Island Social Workers’ Conference, 
April 19-21. National Mental Health Week Activities: annual meeting 
combined with open house of child guidance clinic; local live copy about 
week accompanying The Inquiring Parent; letter to editor by executive 
secretary concerning significance of week, appearing in April 29th Provi- 
dence Journal and Bulletin.’’ 


Tennessee 


The Mental Health Section of the Tennessee Conference on Social 
Work has been active in working for a state mental-health organiza- 
tion. Mrs. Richard MeNabb of Knoxville is chairman of the mental- 
hygiene committee. 

Virginia 

According to comments received in this office from Mr. F. W. 
Gwaltney, Executive Secretary of the Mental Hygiene Society of 
Virginia, the past two years have been the most active of any in the 
twelve-year history of the Mental Hygiene Society of Virginia. Dur- 
ing this period, twelve local mental-hygiene chapters have been organ- 
ized, with a total membership, in these chapters, of over 1,200. The 
total membership of the Mental Hygiene Society of Virginia has 
grown, within a period of about three years, from approximately 
200 members to nearly 1,500, as of the date of the last annual meeting. 

New chapters were organized during the year in Amherst County, 
Northern Virginia, Norfolk, and Williamsburg. The Northern Vir- 
ginia Chapter takes in Arlington, Alexandria, Richmond, and Fairfax 
County. The Williamsburg Chapter takes in the surrounding counties, 
which includes James City, York, and possibly some others such as 
Isle of Wight, Surrey, and New Kent. 

During the past year a great number of requests have been coming 
into the office of the society for educational material, especially 








512 MENTAL HYGIENE 


from the public schools and some of the colleges. In most instances, 
especially in the case of schools and colleges, such material was sent. 
Educational material has been distributed to several of the local chap- 
ters in considerable quantity, particularly at Norfolk, Newport News, 
Williamsburg, and Northern Virginia. A heavy distribution has been 
made of the pamphlet published by the Committee on Education 
and Publicity of the Mental Hygiene Society of Virginia entitled, 
Know Your State Mental Hospitals. About 12,000 of these have been 
distributed over the state in the past year. 

The society has developed a library of mental-hygiene films, since 
there seems to be considerable interest at the present time in films 
bearing on the subject of mental health. 

The state society is constantly exchanging ideas and material 
between the various mental-hygiene state groups throughout the 
country. It is also working on a close codperative basis with various 
groups, agencies, and organizations throughout the state. 

The Mental Hygiene Society of Northern Virginia is a chapter 
of the state society. It has been organized just a year and has a 
little over 200 members. In its eleven months of existence, the society 
has, according to a report received here: 


‘Conducted a preliminary survey of the mental-health situation of our 
area (using the GAP outline). 

‘*Provided lecturers on various aspects of mental-health education at 
meetings of some two dozen local organizations, including P.T.A.’s, 
women’s groups, lodges, and so on. 

‘*Conducted three fifteen-minute interview-type programs on local radio 
stations. Distributed hundreds of copies of various mental-health publica- : 
tions which we obtained free of charge from the United States Public 
Health Department, Mental Hygiene Division. 

‘*Completed arrangements for two major activities for our program 
next fall: a pilot-training program in the basic principles of mental ‘ 
hygiene and personality development for an experimental group of 
teachers, clergymen, social workers, and so on; a training course in the 
principles and techniques of group discussion leadership and participation 
. +. as a preliminary step in our efforts to establish a series of regularly 
meeting discussion groups dealing with various local community prob- | 
lems when such problems have Girect or indirect bearing on the mental 
health of our local citizens.’’ 


Washington 


OI 


According to the periodical, Mental Health Today, issued by the 
Washington Society for Mental Hygiene, the society feels that the 
organization is now truly state-wide, with eleven chapters carrying 
on local programs and education. The year has also seen the suc- 
cessful accomplishment of a state-wide project in the form of a new 
commitment bill, the success of which is due in no small part to the 
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activity of the various chapters working throughout the state. It has 
been suggested that the local units work in their own communities 
to secure improved local facilities to care for patients who are being 
held pending commitment, in order to augment the spirit of the 
new law. 

With the activating of the Seattle-King County Committee for 
carrying on local programs in the Seattle-King County area, the time 
and facilities of the state office will be more free to guide and lend 
their aid to a truly state-wide program. 

The society held its Twenty-second Annual Meeting in Tacoma 
as guests of the Pierce County Mental Hygiene Society. This was 
the first time the society has held its annual meeting outside Seattle 
and the local society was most pleased to be chosen as host for this 
meeting. The program of the meeting was excellently planned and 
attendance was good. 


Wisconsin 


The Wisconsin Society for Mental Health sponsored an active 
program for Mental Health Week. It presented The Snake Pit to state 
officials and state legislature in the assembly chamber at the state 
capitol. Invitations were issued to the legislature, over the signature 
of the governor, a long-time friend and supporter of the society and 
now its president. Approximately 50 of the 136 legislators were 
present and about 50 others sent representatives. The president 
and vice-president of the society and the superintendent of Mendota 
State Hospital conducted the discussion period that followed the 
showing of the film. 

Forty-one Junior Chambers of Commerce in the state were sent 
appropriate suggestions for the celebration of Mental Health Week 
and letters were sent to 1,490 pastors of churches, announcing sug- 
gestions for church bulletins. Mental-health displays were suggested 
for libraries and many news releases were published. Besides interest- 
ing spot announcements, three half-hour interviews and two fifteen- 
minute scripts were prepared and presented over several of the 
state’s radio stations. 

The April issue of Mental Health, the bulletin of the Wisconsin 
Society, was mailed out during Mental Health Week. The society 
states that due in part to a more widespread and keener awareness 
of the need for public mental-health education, and certainly due in 
part also to the quality of the articles contributed, they have received 
more fan comments than for all the previous issues combined. 

The society also comments on the fact that the mental-health move- 
ment appears to be developing almost more rapidly than it can 
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provide advice and material as requested, seeming to indicate a crys- 
tallization of its efforts for years. 

During April, Wisconsin’s Mental Health Month, the Milwaukee 
Journal began a series of front-page articles on state institutions, 
written by a reporter, John N. Reddin. The first of these dealt with 
the institutions supervised by the state mental-hygiene division. Mr. 
Reddin clearly attempted to make a careful and accurate report on 
the hopes, plans, and attitudes of the men and women in charge of the 
institutional program. 


Mr. L. L. Oeland, Executive Secretary of the Citizens’ Public 
Welfare Association, of Madison, reports that since the Wisconsin 
Legislature convened early in January, the association has devoted 
its efforts to making contacts and working with the governor and 
leaders of both houses and furnishing them with material and informa- 
tion. His report continues as follows: 


‘*The Governor’s bill for the reorganization of the Department of 
Publie Welfare, his recemmendations for a $16,000,000 building fund for 
our mental institutions and $1,214,809 in addition to the regular budget, 
is the fruition of a five-year program of education and personal work 
with the governor, legislators, state officials, and interested citizens. The 
most significant activity of our association has been the work we have 
done in demonstrating to our governor, to several legislators, and to other 
officials that modern psychiatry can be substituted for our present system 
of mechanical restraint, seclusion, and idleness. 

‘‘Among other things, we took these officials to Illinois to acquaint 
them with the humane and non-restraint system that has been in effect 
in Illinois for the past thirty years. The contrast between the humane 
system in Illinois and the system of mechanical restraint, seclusion, and 
idleness in our own mental institutions, had a very disturbing effect 
on these officials and caused them to declare that something would be 
done to remedy the situation in Wisconsin. 

‘‘During these visits the Illinois public-welfare official volunteered 
to take groups of attendants and nurses from other state institutions for 
a study of their system of non-restraint. Dr. Ralph Fellows, of the 
Milwaukee County Asylum, was the first to take advantage of this 
opportunity and to encourage his attendants and nurses to take this 
course. After one week’s study at Manteno State Hospital, under the 
able leadership of Dr. Alfred Paul Bay, Superintendent, the nurses and 
attendants returned to their respective wards and released the mechan- 
ically restrained patients and used their ingenuity in substituting other 
things to keep them profitably oceupied.’’ 


The Milwaukee County Mental Health Committee was organized 
as a citizens’ mental-health group in October, 1948. According to its 
report, early in 1949, the society began to sponsor the radio series 
The Tenth Man, in codperation with the Wisconsin State Mental 
Health Authority. A second early project was to interest a group 
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of square dancers, of the Shorewood Opportunity School, in dancing 
with over 50 patients every two weeks at the Milwaukee City Hospital 
for Mental Diseases. The Volunteer Services of the American Red 
Cross, Milwaukee Chapter, were called upon to make a concerted 
effort for Gray Lady volunteers to help at Milwaukee County Asylum. 
For this institution twelve college students have been enlisted to serve 
in an Institutional Service Unit. Plans are being furthered for an 
all-purpose mental-hygiene clinic, in codperation with the Women’s 
Court and Civic Conference and the Milwaukee County Medical 
Society. 

A library committee has made arrangements with the public library 
for special displays of mental-health literature. This was arranged 
in connection with one of the largest projects of the Milwaukee County 
Medical Health Committee—a series of five lectures during March, 
April, and May, designed to assist in finding a solution of our youth 
problems. The Committee on Youth and Family Development of the 
Milwaukee County Committee enlisted the codperation of the Mil- 
waukee Neuro-Psychiatrie Society, the Milwaukee Vocational School, 
the Parent Teacher associations, and the Home and School Alliance, 
in scheduling five local outstanding psychiatrists to speak. 

Many of the suggestions in the publicity packet of The National 
Committee for Mental Hygiene were used during National Mental 
Week, such as radio spot announcements, the mayor’s proclamation, 
press publicity, and special broadcasts. The featured event of the 
week was an open house at the two large Milwaukee County mental 


institutions. 
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